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ABSTRACT 

This special edition contains the background material 
prepared for the Indian Health Service (IHS). Mental Health Program 
Review session of January 17-19, 1984 which reviewed the background 
of the Mental Health Program, assessed the major current management 
and programmatic issues, and developed recommendations for improving 
the program. The Review session's agenda is provided and is followed 
by a listing of the participants. The seven sections of this edition 
cover the session's discussion topics on the mental health status of 
American Indians and Alaska Natives, history and description of the 
program, services for children and adolescents, evaluation and 
research findings along with needs for an evaluation and reporting 
system, organization and funding, contracting under P.L, 93-638 
(Indian Self-Determination and Education Assistance Act), and 
exploring and clarifying the mission and future direction of the IHS 
Mental Health Program* Meant to serve as a basis for discussion 
during the review, each section provides background information, a 
bibliography, and illustrative tables regarding its topic. (PM) 
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* from the original document. * 
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Introduction 



This Special Edition of the Listening Post contains the^^/f 9r°""^g^f ^^^^^ 
nreoared for the Mental. Health Program Review of Janurary 17-19. I^S^' J" 

covered during the Program Review. 

mall seven chapters covered the discussion topics These chapters were 
lea^t to serve as a basis for discussion during the Review sessions. The 
nna^ rec^^ndations of the Program Review will become available in late 
February. 

Tho rhAntPrs coverinq the discussions were drafteo by several of the Area 

I oniciAHon in the Office of the Administrator, HRbA. It is tne eaitorb 
'oHitJn Ihat J^r^aterial in these chapters is of suf f-oent interest to 
warrant this special edition. 



H. C. Townsley, M.D., Director 
Office of Mental Health Programs 
Indian Health Service 



IHS MENTAL HEALTH PKOGRAh REVIEW PlEHAM SESSION AGENQA 



January 17, 1984 

8:30 Welcome to the Area Stanley Stiti 

8:35 Comments about the Purpose of the 

Program Review Robert Graham 

8:50 Comnr)€nts about the Indian Health Service 

and Introduction of the Chairperson tverett Rhoades 

9:20 Welcome and Introduction Chairperson, 

Irving Berl in 

9:30 Discussion I> Mental Health Status of H,C. Towns ley ^ 
American Indians and Alaska Natives Moderator 

Joseph Ball 

A. Overall population size and charac- Carl Hammerschlag 
teri sties James Shore 

8. National data concerning the epidemiology 
of mental health problems, inducing trenos; 
comparison with the general population 

C. Data about particular Areas or localities 

D. Cultural dimensions to be considered in 
planning and delivering mental health 
services for Indian populations 

10:30 Coffee Break 

10:45 Discussion II, Hi s tory and Description Billee VonFumetti, 
of the "Program Moderator 

Robert Bergman 
A. Legislative history Uohn Bjork 

Lindsley Williams 
8. History of earmarked funding, by area and 
nationally, including amounts for direct 
vs. contracted services. 

C. History of relationships ivith NiMH 

D. Summary of the Headquarters, Area and Service 
Unit organizations 

* 

E. National summary of types of services funded, 
program models, workload and patient statistics 

/ 
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11:45 
1:00 



2:30 
2:45 



Lunch 

Discussion III. Services for Children ' 
ana Adolescents 



A, 

8, 



Early research and Congressional 
testimony; nature of the problem 



Johanna Clevenger» 

Moderator 

Raymona But ler 
Oavid Heppel 
Rolana Jonnson 
John Thomas 



IHS efforts to address the problem 

1 . Ongoing services " 

2. Special projects 

Joint IHS/BIA Indian Children's Program 



Coffee Break 

Discussion IV> Evaluation and Research 
Findings; Needs for Evaluation and Re- 
porting Systems > 

A. Findings^ from all sources* relating 
to the program 

B. Ongoing studies 

C. Measures of program success 



Robert Halkington, 

Moderator 

Morton Beiser 
Toseph Bloom 
William Douglas 
Spero Manson 
Wi 1 liam Richards 



D. Gaps in data, definition of needs by 
program area and organizational level, 
and priorities among data needs 

E. Current systems for program monitoring 
and needs for changes 

F. Data sources, processing capacity, and needs 
for changes 

4:30 Adjournment 

5:30 Social Gathering 

8:30 PM Optional Event 

Film: Navajo: Fiqnt for Survival 



6 



ERLC 



2 



January 18, 1984 



8:30 
8:45 



Review of previous day's discussion 
Discussion V> Organization and Funding 

A. Role of the Office of Mental Health 
Programs in relation to the Area' 
Offices and Headquarters East 

B. Current roles of the mental health 
staffs in relation to other co«ipo- 
nents at the Areas ano Service Units 



Irving Berlin 

Jack Ellis, 

Koaerator 

Michael Biernoff 
Gcorjie Blue Spruce 
James Felsen 
Edward Kri;ger 
Gordon Neligh 
Margene Tower 



C. Organizational relationships at the Area 
office and Service Units among mental 
health, alcoholism, and social services 
staffs 

D. Current arrangements for budgeting, 
allocating and accounting for funas and 
positions associated with earmarked 
mental health funds, and related issues 

1. Approaches for projecting needs 
for funds and staff to deliver or 
contract for services 

2. Approaches for projecting needs for 
'travel and training, and their relation- 
ship to the programniatic mission 

E. Implications for the Mental Health Program 
of the effort to increase substantially 
third-party reimbursement; sources of 
reimbursement 

F. Organizational implications of the jurisdi- 
cational, legal, health and financial issues 
relating to involuntary commitment 

G. linpact of organization on the quality of 
clinical services 

9:45 Coffee Break 

10:00 Discussion V. Continuation 
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10:45 Discussion VI> Contracting Under 
PA, 93-638 

A. Trends in levels of 638 contracting, 
exemplary contracts involving mental 
health services 

B. Lessons learned from experiences with 
638 contracting 

C. Standards for hiring under 638 contracts; 
ways to help tribes maintain standards 

D. Roles of mental health staff in establishing 
and evaluating mental health services unaer 
tribal contracts 

12:00 Lunch 



Ronald Carlson 
Moderator 

Roland Johnson 
William Richards 
Stanley Stitt 
Richard Winslow 



1 :30 Discussion VK Continuation 
2:30 Coffee Break 

2:45 Discussion VIK Rethinking the Mission 
and Future Direction of the IHS Mental~ 
Health Program 

A. Underlying concepts: for example, 
how "need" and "unmet need" should 
be defined; needs on reservations 
vs. in urban areas 



Will iam Hunter, 
Moderator 

Gordon Neligh 

Luana Reyes 

John Thomas 

Billee VonFumetti 

Marian Zonnis 



B. ' Categories of services to consider 
in defining need 

1 . Prevention 

2. Outpatient 



3. Inpatient 

4. Community consultation and education 

C. Alternative progranmatic emphases; prevention 
vs. care; medical vs, public health model 

4:30 Adjournment 
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January 19, 1984 

8:30 Review of previous day's discussion Irving Berlin 

8:45 Discussion VIK Continuation 

Relative priority among the various categories 

E. Implications of the projected mission for 
particular types of faciVities ana services, 
including: 

K Care for the chronically mentally ill 

2. Model dormitories 

3. Special problems, such as prevention and 
treatment of drug abuse 

4. Needs for services for children and 
adolescents 

Implications of organization for the 
programmatic mission 

10:00 Coffee Sreak 

10:15 Discussion VIK Continuation 

11:30 Lunch 

1:00 Discussion VIIL Recommendations from the Irving Berlin 
Plenary Session ~ 

A, Summary of highlights from all earlier 
Discussions 

8, Development of recommendations by the 
group as a whole 

3:15 Closing Comments Everett Rhoades 
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Mtntal HtzMh Branch Chief, 
Albuquerque Area 

Mental Health Branch Chief, 
Oklahoma Area 

Area Director, Phoenix Area 

Office of Hental Health Programs, 

Headquarters West 

Former Deputy Director and Chief 
Medical Officer, Albuquerque Area; 
currently on detail to the Office of 
Mental Health Programs 

Acting Director, Division of Program 
Operations ana Chief Medical Officer, 
IHS 

Chief of Psychiatry, 

Phoenix Indian Medical Center 

Acting Director, IHS/BIA Indian 
Children's Program 

Deputy Director, Office of 
Mental Health Programs 

Service Unit Director, 
Ada, Oklahoma 

Deputy Area Director and Chief 
Medical Officer, Portland Area 

Area Psychiatrist, Billings Area 

Director, Division of Program 
Formulation, IHS. Former Director, 
Payallup Health Authority and 
Director, Seattle Health Board 

Mental Healt/i Branch Chief, 
Alaska Area 

Director, Indian Health Ser^vice 
Area Director, Portland Area 
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M.P.H. 
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Raymond B. Butler, i.*S.W. 

Roland Johnson 



Mental Health Branch Chief, 
Billings'Area 

Director, Office of Mental 
Health Programs 

Mental Health Branch Chief, 
Portland Area 

Chief, Department of Psychiatry, 
Alaska Native Medical Center, 
Anchorage 

Mental Health Branch Chief, 
Navajo Area 



Chief, Division of Social Services, 
Bureau of Indian Affairs 

Superintendent, Laguna Agency, 
Laguna, New Mexico. Former 
Director, IHS/BIA Indian Children's 
Program 



Indian Practitioners 
Joseph W. Ball, M.D. 

Johanna Ghe-e-bah Clevenger, M.D. 

R. Dale Walker, M.D. 



Psychiatrist in private practice in 
Portland, Oregon. Psychiatric 
consultant to the Portland Urban 
Indian Health Program 

Adult and child psychiatrist in 
private practice in Dallas. 
President, Association of American 
Indian Physicians 

Chief, Alcohol Dependence Treatment 
Program, Seattle Veterans 
Administration Medical Center. Also 
Associate Professor, Department of 
Psychiatry and Behavioral Sciences, 
School of Medicine, University of 
Washington. Research on Indian 
alcoholism and mental health 
issues. Chairman, American 
Psychiatric Association Committee on 
Indian and Alaska Native Affairs 
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Researchers In Indian Mental Health 



Morton Beiser, M.D. 
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Irving Berlin, M.D. 



Joseph D. Bloom, M.D. 



* Spero M. Manson, Ph.D. 



James H. Shore, M.D. 



Other Fec^eral Representatives 
Ronald H. Carlson 
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Professor and Head, Division of 
Social and Cultural Psychiatry, 
University of British Columbia^ 
Vancouver. Canada Health and 
Welfare National Health Research 
Scholar. Principal investigator 
on 1973-1976 studies on the IHS 
Mental Health Program 

Clinical Associate Professor, 
Department of Psychiatry ana 
Behavioral Sciences, University of 
Washington. Director of the IHS 
Mental Health Program 1969-1975 

Chief, Division of Child 
Psychiatry, Department of 
Psychiatry, University of New 
Mexico, School of Medicine, has 
published widely in the field of 
child psychiatry 

Vice Chairman, Department of 
Psychiatry, Oregon Health Sciences 
University. Research on multiple 
meintal health issues, including 
studies of Alaska Natives. Former ' 
IHS Area Psychiatrist 

Associate Professor ana Director, 
Social Psychiatric Research, the 
Oregon Health Sciences University. 
Former Research Director, National 
Center for American Indian Mental 
Health Research, Oregon Health 
Sciences University 

Professor ana Chairman^ Department 
of Psychiatry, Oregon Health 
Sciences University. Also 
Assistant Dean for Curriculum, 
School of Medicine, OHSU. Has 
published a number of articles 
about Indian Mental Health. 
Former Mental Health Branch Chief 



Chairman^ Steering Committee for 
the Program Review. Associate 
Administrator for Planning, 
Evaluation ano Legislation, HRSA 
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Robert Graham,- M.D. 
David Heppel, M.D. 



Robert A. Walkington 



Lindsley Williams 



Administrator. HRSA 

Former Director of the IHS/8IA 
Indian Children's Program. Now 
Chief for Child and Adolescent 
Primary Care Services, Division of 
Maternal and Child Health, Bureau 
of Health Care Delivery and 
Assistance, HRSA 

Director, Office of Program 
Development, Bureau of Health 
Professions, HRSA. Hai extensive 
experience in evaluation of 
federal health programs and in 
program reviews 

Director, Office of Policy 
Development, Planning and 
Evaluation, NIMH. Was major 
1 iai son between IHS and NIMH for 
several years 



National Indian Health Board 
Jake Whitecrow 



Executive Director, National 
Indian Health Board 
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Mental Health Status of American Indians ana Alaska NativfeS 



Background for Discussion I 



The Indian Health Service began its Mental Health Program in 1966. The 
service population was composed of 500,000 American Indians and Alaska 
Natives.* This initially modest program recognized that the effects of 
poverty, forced abandonment of traditional ways of life, inadequate 
schools, disruptive stresses on the Indian family, as well as a harsh 
physical environment were but some of the elements of a situation which 
frustrated many American Indian people in their attempt to live self- 
respecting and productive lives. The results of these conditions were 
associated with a high incidence of violence, accidents, suicide, hom)- 
cide. neglect of children, and community and family disorganization. 
These devastating incidents had a high correlation with the concomitant 
use or abuse of alcohol. 

As of 1980. there were 1.4 million American Indians; of these, about 
800.000 were in recognized tribes and eligible for services from IHS 
(Tables 1. 2. and 3). The traditional locations and cultural groupings 
are described briefly in an excerpt from the 1957 HEW report. Health 
Services for American Indians (1). 

It is relatively easy to speak of Indians and Alaska Natives and make 
generalizations about them. The pitfall in this is the aanger of 
thinking as if they are a homogeneous group. This is most definitely 
not the case. One tribe will be distinctly different from another in 
causes of mortality. Shore and Manson note their concern about 
stereotyping Indians in their 1983 ''Overview of American -Indian 
Psychiatric and Social. Problems" (2). Furthermore, the American Indian 
population is divided iiet ween those Indians living on reservations and 
those living off the reservations, that is. in rural or urban areas. 

The ten leading causes of death for the Indian population, according to 
the most recent three year mortality rate. 1978-80. are: 

1. Diseases of the heart 

2. Accidents 

3. Maligant neoplasms 

4. Chronic liver disease and cirrhosis 

5. Cerebral vascular diseases 

6. Pneumonia and influenza 

7. Homicide 

8. Diabetes mellitus 

9. Certain conditions originating in the perinatal period 

10. Suicide 

As shown in Figure 1. the death rates from suicide, homicide, acci- 
dents, and liver disease are markedly higher than those of the U.S. 
population as a whole. Further comparison snuws that high death rates, 
from conditions associated with stress and violent behavior, at 

♦Unless otherwise specified, the term -American Indians" is intended to 
encompass Alaska Natives throughout this document. 
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Table 2 
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Table 3 
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least In the area of suicide, have existed- for the past cjtcade (Table 
4). 

The age pattern of suicides is different from that of the nation as a 
whole. The period of greatest vulnerability for-Indians is the 15 to 
24 year age range; the suicide rate for the U.S. as a whole t«nds to 
rise with age (Table 5). 

Rates for other markers of stress and/or violent behaviors-accidents, 
alcohol-related deaths and hornicides--al 1 are significantly higher than 
the national averages (Tables 4, 5, and 6 and Figure 2). Because 
stress-related problems occur most frequently among teenagers and young 
adult Indians and because the majority of the Indian population is 
young, the risk of death related to stress and violent behavior is 
likely to remain high for the foreseeable future. 

Table 7 depicts mental health and alcoholism discharges and patient 
contacts from IHS and contract facilities for the period 1977-1980. 
Table 8 compares discharges and discharge rates for all mental disor- 
ders in IHS and U.S. short-stay hospitals. Data for 1977 from the 
Alaska Native Health Service show that about 8 percent of the 
population were seen for mental disorders. 

Classes of Psychiatric Problems and their Epidemiology 

As is true for other populations, mental health problems for American 
Indians cut across all diagnostic categories. The following listing, 
not intended to be inclusive, highlights a number of the psychiatric 
problems encountered by IHS personnel. These diagnostic categories all 
relate to the general problems noted in the preceding pages. 

Depression : According to our data, depression is a major 
problem among American Indians. (See White Cloud Jburml, 
Volume 2, Number 2, 1981.) Depression often presents with 
physical complaints, and we believe that many of the patients 
who present in our outpatient medical clinics belong to this 
category. Death on the reservation due to suicide, motor 
vehicle accidents, homicide, and alcoholism is highly 
correlated with depression. These deaths in turn increase 
the likelihood of depression in surviving family members, 
friends, and the community as a whole. 

The study of depression in American Indian populations cur- 
rently underway at the Oregon Health Sciences University may 
give us a better understanding of the psychodynamics and 
epidemiology of depression in American Inaian communities. 
We need to correlate that information with effective 
treatment, which can best be done through adequate training 
and by making the newer drugs available for use when 
appropriate, in conjunction with psychotherapy and other 
treatment modalities. 

Emotional Problems of Children : According to studies con- 
ducted by the White Cloud Center, we estimate that there are 
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Suicide Deaths and Rates per 100.000 Population for Iivlians and 
Alaska Natives in Reservation States and the United States, All JUces and Other than White. 19S9-1?80 

Between 1959 and 1970 the ««e adjusted suicide death rates for lodiaw and Alaska Natives has »»"\f»»°"; ;{\^;'"" '^'^ 
national rate. Starting in 1971 the Indian rate has gradually increased, anf by 1977 it was «ore than double he 
national level. In 1980 however the age-adjusted rate declined to 14.1. due in part to the increase in popula ion 
counted during the 1980 Census. In 1980 there were 173 Indian and Alaska Native suicide deaths as compared with counts 
of 150 and 188 for 1978 and 1979 respectively. 
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U.S. 


Calendar 


and Alaska 
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and Alaska 


Year 1/ 


Natives 


All Races 


Natives 


All Races 


1980 


173 






12.4 


1979 


188 


26.869 


16.1 


1978 


150 


27.294 


10.11 


12.5 


1977 


199 


28.681 


19.2 


13.3 


l'J7(i 


168 


26,832 


21.0 


12.5 


1975 


180 


27,003 


19.9 


12.7 


rj74 


148 


25.633 


19.9 


12.1 


1973 


149 


25.118 


18.8 


12.0 


1972 


138 


25.004 


18.8 


12.0 


1971 


135 


24,092 


17.4 


11.7 


1970 


105 


22.630 


15.9 


11.6 


1969 


94 


22.364 


14.1 


11.1 


1968 


90 


21,372 ■ 


14.0 


10.7 


1967 


94 


21..-i25 


12.9 


10.8 


1966 


64 


21.281 


■12.0 ■ 


10.9 


19,65 


65 


21.507 


10.1 


11.1 


1964 


52 
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11.6 


10.8 


1963 


- 66 
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11.0 
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59 
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12.1 
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1961 


61 


18,999 


11.7 


10.4 


1960 


57 


19.041 


11.7 


10.6 


1959 


57 


18.633 


11.7 


10.6 
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2.8 


18.5 
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7.4 


l.S 


2.5 


26.6 
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7.8 


2.1 


3.4 


22.5 


■ 12.3 


7.6 


1.8 


3.0 


26.0 


12.6 ■ 


7.5 


2.1 


3.5 


21.8 


12.2 


7.2 


1.8 


3.0 


22.9 


12.0 


7.2 
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3.2 
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12.1 
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1.7 


2.7 


21.3 


11.9 


7.0 


1.8 


3.1 


17.9 


11.8 


6.5 


l.S 


2.8 


16.8 


11.3 ■ 


6.3 


l.S 


2.7 
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11.0 
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6.0 
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3.0 
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S.4 
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1/ Indian and Alaska Native crude rates are 3-year rates centered in the year specified °f ^"'^ °" 

single year data. Estim-ited population methodology for the Indian population revised in 1976. Doconnial Census 
^pulation counts used for 1960. 1970 and 1980. "Suicide i.s suspected of being grossly "nderstnted in the 

. ttStistics based on causc-of-death certification; A general reluctance to admit suicidal intent °f friends and 
relatives and difficulties in recognizing it under certain circumstances undoubtedly result in underreporting. 
Various estimates have been made of the actual occurrence of suicide, some indicating that it is as much .iS twice 
th"?c,)orte; figure." Source: Suicide in the United States 1950-1964 . National Center for Health Statistics Series 

20. Number 5. " , , . ,r,o-i 
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Table 5 



A6t Specific WffTAtnr RATES' PER 100,000 POPUCATIOM 
FORINWAMS AND AlASKA KAllVES IK RESeRWOTON 5TA7ES, U.S. ALL RACES 

AVO U.S. OTHER THAK WHITE 

The Indian and Alaska Native 3->ear average age specific suicide rate for the 
15-24 >car old category has r««»ined almost stable over the past 3 years («re 
thin 3 tiir.es the national' r«te). Suicide mortal it> rties for lO->e*r aje 
groups bejinning at age 45 for the Indian population are icwer than these of 
the U.S. population between 3 and 15 d«aW»s per 100,000 popuHtion. Suicide 
rates for the U.S. Other than White population (1978) for the age groups shown 
below are low«r than these for Indians and Alaska MaLives (1977-79) except for 
age groups 65-74 and 75-84. 
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1977-79 1/ 1976-78 1/ 1975-77 1/ 



U.S. 
All R«ces 



U.S. 
Other than 



Ratio IHS 77-79 to: 



U.S. All U.S. Other 

1978 White 1978 Haces(78) t»»n White ( Tt) 



SUICIDE 



Under 1 
1 - 4 
5-14 
15 - 24 
25"- 34 
•35 - 44 
<5 - 54 
55 - 64 
65 - 74 
75 - 84 
85+ 



1.0 
44.7 
41.8 
28.9 
14.5 
11.6 
5.1 
7.5 
7.6 



1.4 
44.3 



42. 
31. 
13. 
11. 

5, 
5. 
8, 



1.0 
46.1" 
46.3 
38.6 
17.3 
13.2 
3.3 
5.4 
5.4 



0.4 
12.4 
16.7 
15.8 
17.1 
18.1 
18.8 
^2.6 
18.6 



0.3 
8.9 
13.9 
10.3 
8.6 
6.9 
6.7 
8.0 
6.3 



2.5 
3.6 
2.5 
1.8 
0.8 
0.6 
0.3 
0.3 
0.4 



3.3 
5tO 
3.0 
2.8 
1.7 
U7 
0.8 
0.9 
1.2 



1/ Estimated popuTation methodology revised in 1976. Maine, New York and Pennsylvania 
include d as reservation states beqi" »ipa ^" "^^79, 

Source: Indians and Alaska Natives-Indian Health Service. IHS- 

U.S. All Races and U.S. Other than White, 1978— National Center for Health 
Statistics. PHS - unpublished. 
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Table 6 



AGE spiapic hoRTALirr rates pik 100,000 popuutjo'k 

FOR JtiD\M$ AtoALAS*:* ffATJVCS IK VtSCMATlM JTaTCJ. U.S. ALL WC£S 

AM) U.S. OTHCR THAN WHITE 

The average age specific homilciite rate for Indians and Afaska Natives 

ZS-34 and 45-54 vere 58 and 31 deaths yier 100,000 population respectively 
(1977-1379). These- rates are 3,4 and 3.2 times the national rates for 1978. 
Except for tge 85* years, tgt specific homicide rates for the U.S. Other than 
White pofvltftion exceed tho>e for the Indian and Alvka l^ative populatioo for 
each of the aje groups shown below. 

Indians and Alaska Mati'ves in the aje groups 2f-34, 35-44, and 45-54 years of 
age 6Kperi#Ked alcohol isi> ftartality rates 1977-1979 which were 25» 11. end 7 
timet the national leveU* Indian and AUfta Native alcoholism Mrtality 
rates far 10-year a9e groups beti^een ages IS-iA years are 2.1 to 6.7 tiaes as 
high as comparable ratea for the U.S. Other then White population. 
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Under 1 
















1 - < 








0.0 








5 - U 


0.1 


• 0.1 


0.1 


0.0 


0.0 






15 - 24 


7.9 


9.8 


11.1 


0.4 


0.9 


19.8 


8. '8 


?5 - 3< 


71.2 


72.4 


76.3 


2.9 


10.7 


24.6 


6.7 


35 - 44 


129.9 


150.0 


152.9 


il.6 


35./ 


11.2 


3.6 


45-54 


158.7 


165.8 


166.6 


22.8 


47.5 


7.0 


3.3 


55 - 64 


137.3 


136.* 


123.9 


26.8 ■ 


47.9 


S.I 


2.9 


65 - 74 


56.2 


58.9 


57.6 


20.1 


26.2 


2.8 


2.1 


75 - 84 


25. 9 


• 34.0 


35.2 


8.8 


14.1 


3.4 


2.1 


85* 


7.6 ■ 


8.0 


24.8 


3.2 


4.9 


2.4 


1.6 










HOMICIDE 








Under 1 


8.4 


8.8" 


10.6 


5.0 


12.0 


1.7 


0.7 


1 - 4 


6.3 


6.2 


7.2 


2.6 


7.1 


2.4 


0.9 


5 - 14 


1.5 


2.2 • 


1.7 


1.3 


2.9 


1.2 


OiS 


15 - 24 


34.9 


33.6 


30.9 


13.2 


40.6 ' 


2.6 


0.9 


25 - 34 


58.2 


54.9 


52.5 


16.9 


64.7 


3.4 


0.9 


35 - 44 


29.3 


33.4 


39.4 


14.0 


50.6 


2.1 


0.6 


45 - 54 


31.4 


36.3 


34.5 


9.9 


35.4 


3.2 


0.9 


55 - 64 


18.6 


18.8 


14.6 


6.7 


25.7 


2.8 


0.7 


65 - 74 


10.2 


8.6 


10.0 


5.0 


17.8 


2.0 


0.6 


75 - 84 


10.0 


7.8 


13.5 


4.7 


13.8 


2.1 


0.7 


85-r 


15.3 


16.0 


16.6 


4.4 


8.1 


3.5 


1.9 



0.0 - Rounds to zero* 

1/ Estmated population methodology revijied in 1976. Maine* New York ancj Pennsylvania 

included as reservation states beginning in 1979. ' 
2/ For 1974-1978: Tncludes alcoholism, alcoholic psychosis, and cirrhosis of the liver with 

eiewtion of alcohol. 

for 1979: Includes alcohol dependence syndrome, alcoholic psychosis and dhronic liver, 
disease and cirrhosis with mention of alcohol. ' 

Source: .Indians and Alaska Matives-^Indian Health Service. IHS 

U.S. All Races and U.S. Oiker than White. 1978--tt^tional Center for Health 
Statistics. PHS « unpublished. 
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Alcoholism Death Rates by Age 



Per 100,000 Population 

Indians and Alaska 
Natives (1977.79) 

U.S. Other than— 
White (1978) 
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Table 8 



NUHICR or DISCMAROCS AKO DiSCIUtCt RATES W rOR HEHTAL DISORDERS 
INDIANS AND AUSKA NATIVES AND U.S. ALL RACES* 



HIS & Ooncract U.S. Sliorc-Scay IHS 4 Contracc U.S. All Races 

FY H82 CY 1960 FY 1971 CY 1971 

ICD-9-CM Nbwbtr ' * Nowber 

Codt Not. NuibT Ratt ( l ,000a ) Rate • Nuiber Rate ( T,000a ) Rate 

Total 290-319 ^>954 63.1 1.692 75.8 5,310 115>6. 1,050 51 .9 

AUoholiaia 291.303. 3,194 40.7 50 24.3 3.386 73.6 ■ 210 * 10. A 

305.0 

faychosts (non- 
organic) 295-299 496 6.3 393 . 17.6* 329 7.1 220 10.9 

Nturoata 4 ptraonality 

/diaordera 300-302 509 6.5 335 15.0 l;030 22.4 405. 20.0 



All ochtr 755 9.6 421 18.9 565 12.3 215 10.6 

1/ ^lunbcr of difcUartaa par 10»000 population. 

Source : - I1IS and Contract Conaral lioapitala: Annual Raporta 2C and 31 

^ U.S. Short-atay lioapitala: National Cantar for Health Statiatica, DMUS, unpublished data. 

Inpatient Care Iranch 

OPS/DRC/IHS 
January 27. 1983 



35,000 to 50,000 children with severe emotional problems in 
the service population. (See White Cloud Journal, Volume 2, 
Number 2, 1983.) Diagnostic and treatment skills for dealing 
with children are highly specialized and require specific 
training, which most of our staff do not have. (These 
problems will be considered further in Discussion III, 
Services for Children and Adolescents.) 

Alcohol and Drug Problems : Empirical evidence suggests that 
the concomitant use or abuse of alcohol and/or drugs has a 
strong relationship to several psychiatric disorders. Some 
of these disorders are relatively more amenable to treatment, 
if begun early, such as depression, and others, such as per- 
sonality disorders, are not. Anxiety disorders, organic 
brain syndromes, borderline state, manic depressive illness 
and several psychotic disorders are also often related to 
alcohol and drug abuse. It remains to be seen how many of 
the alcohol and drug abuse problems can be resolvea through 
adequate treatment of the underlying psychiatric pathology. 

Training of detox staff in the recognition of psychiatric 
disorders and of mental health staff in working with 
alcoholism or drug abuse is another area of neeo. 

Somatoform Disorders and Psychophysiologic Disorders : There 
is a large body of evidence that a high percentage of the 
people using ambulatory medical facilities have underlying, 
psychiatric disorders. Further studies suggest that' only a 
small fraction of these people are recognized and that some 
of those are never adequately treated. In addition, people 
with psychiatric disorders presenting with physical 
conpliants utilize a disproportionately larger number of 
expensive diagnostic tests and more man hours, etc., as 
compared with patients with strictly medical problems. 
Examples include panic disorder presenting with symptoms much 
like heart attack, hyperventilation appearing similar to some 
neurological disorders, and psychophysiologic disorders in 
which the patient's emotional state modifies the course of 
physical illness. 

Personality Disorders : There is a wide range of personality 
disorders present in every population. Such patients in IHS 
produce disproportionate financial and personnel drains on 
our system. Unfortunately, treatment of these people is 
neither quick nor easy and requires complex therapeutic 
skills. Adequate training of treatment and administrative 
staff in recognition of narcissistic and borderline personal- 
ities would, however, lessen the chaos these patients cause 
and their negative impact on the staff. 

Chronically Mentally 111 : These patients, fortunately, re- 
present a small fraction of the total IHS caseload. Unfor- 
tunately, though, these patients utilize a disproportionate 
amount of IHS resources. They represent a number of diag- 
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nostic groups, including mental retardation, schizophrenia, 
bipolar affective disorders ano others. .Probably more liti- 
gation has taken place because of and on behalf of this popu- 
lation than all other groups combined. Court decisions seem 
to require a complex network of treatment and followup ser- 
vices, especially for those involuntari ly committed. Very 
few of the required services exist on the reservation. 

The effort to develop .tribal commitment procedures consistent 
with the White v. Califano decision is one area to be more 
fully pursued. In addition, we need treatment facilities, 
transitional living facilities, and a network of volunteer 
case managers for follow up on every reservation. (Civil 
commitment issues are considered in Discussion V, Organiza- 
tion and Funding.) 

Organic Brain Syndromes : There are many identified medical 
causes of organic brain syndrome that present with psych- 
iatric symptoms. It is essential that these disorders be 
distinguished from the functional disorders. Many physicians 
and other health care workers are not adequately trained to 
provide these diagnostic services. Many of these organic 
brain syndromes can be effectively treated and even reversed 
if diagnosed properly and treated adequately* Common organic 
brain syndromes which may be reversible early in their course 
are metabolic abnormalities associated with alcoholism. We 
currently have no quantitative data about undiagnosed and 
untreated orgaolc brain syndrome in reservation communities, 
but we suspect there are far more cases of this unrecognized 
problem than we are aware of at present. 

Training is needed for physicians in the medical diagnosis 
and treatment of these conditions; for alcoholism workers in 
the recognition of common danger signs, so they can perform a 
triage function at the detox units and in jails; and for 
social service staff in treatment, placement and supervision 
nee'ds of those who are untreatable; for nursing home staff in 
behavior management; and for mentaJ health staff In emotional 
problems of people with organic brain synarome and the 
functionally mentally retarded. 

Problems of Daily Living : These problems encompass a range 
of crisis situations including marital disputes, suicide 
attempts and gestures, domestic violence, and sexual abuse. 
Our staff generally does very well with these problems. Our 
major lack in this area Is In the number of staff, rather 
than in lack of training or technical skills. Another 
problem is that the capacity to make outside referrals is 
severely impaired, secondary to shortages in IHS Contract 
Health Services funds; consequently, the mental health staff 
is doing primarily crisis work, with very little long term f 
treatment or prevention capability. 

Culture Specific Syndromes : There is evidence that several 
culture specific psychiatric syndromes exist, such^ as the 
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problem known as Windigo Psychosis among the Chippewa, In 
addition, culture -specif ic presentations of emotional prob- 
lems of all kinds are just beginning to be understooa. We 
currently have almost no idea of how these culture specific 
syndromes affect mental health on reservations. Creative 
outreach and primary prevention programs are needed as well 
as systematic studies in this area. 

Miscellaneous Psychiatric Conditions : Other miscellaneous 
disorders, which may have a very low incidence, make the 
presence of a psychiatrist at the Area level highly 
desirable. Examples are genetic disorders in children, 
childhood autism, childhood schizophrenia, hyperkinesis, 
learning disorders,, psychosexual disorders, and phobic 
conditions. 

There has been substantial improvement in the health status of Indian 
people. Markides (3) notes a marked reduction in the death rate of, 
and increase in life expectancy for,, the American Indian population 
since 1970. He attributes the former to a sharp reduction in infant 
mortality. He goes on, however, to cite a study of Navajo mortality 
rates showing death by accidents as the leading cause of mortality 
among Navajo males. Similar high death rates associated with violence 
are demonstrated in an epidemiological study of Alaska Natives done by 
the Centers for Disease Control. 

Since the Indian Health Service was established in 1955, there has been 
a significant shift in the nature of major health problems among Amer- 
ican Indians. Currently, a much- higher proportion of illfiess and death 
stems from behavioral causes and chronic maladaptive life styles, which 
are less amenable to treatment. 

In a 1957 report to Congress on a study carried out in conjunction with 
the transfer of health care responsibilities to the USPHS, seven health 
problems were identified as "of greatest urgency among Indians." These 
were tuberculosis, pneumonia and other respiratory diseases, diarrhea 
and other enteric diseases, accidents, eye and ear diseases and 
defects, dental disease, and mental illness. High death rates were 
associated with the first four and the last. 

A review of the changes in leading causes of death for American Indians 
and Alaska Natives from 1955 to 1976-78 (see Table 9) indicates that 
five causes have shown a marked increase: cirrhosi:> of the liver (an 
increase of 159 percent); suicide (an increase of VOZ percent); 
homicide (an increase of 37 percent); diabetes mellitus (an increase of 
27 percent); and malignant neoplasms (an increase of 4 percent). Acci- 
dents, which are currently a leading cause of death among Indians and 
Alaska Natives, shows a 14 percent decrease during this period. All 
other causes, including tuberculosis, pneumonia and other respiratory 
diseases, and diarrhea and other enteric diseases, show marked declines 
during this period. Using cause of death as a measure, three of the 
problems of greatest urgency have been addressed successfully, while 
two, accidents and mental illness, as reflected in the homicide and 
suicide death rates, have increased since 1955. 

Using a services delivery system combining the public health and the 
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Table 9 
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medical models, the IHS in less than three decades has diminished the 
toll of communicable diseases and infant mortality to a remarkable 
degree. These feats have been accomplished through strong collabora- 
tion with Indian communities and a variety of other agencies, and 
through immunization programs, important sanitary measures, health 
education and an effective personal health care system. This strategy 
has recognized the critical Importance of medical care, but has gone 
further to encompass a full range of factors significant for public 
health. 

Recognizing the large behavioral and environmental elements in current 
health problems among Indians, it is clear that for them, as for other 
Americans, good health is correlated with the social and physical envi- 
ronments, life styles, economic and educational levels, and biological 
antecedents, and is only in part due to medical intervention after ill- 
ness ensues. 

We hope that this Program Review will develop recommendations that will 
assist the IHS in adapting its system of care to proviae services more 
fully responsive to the needs of Indian people. 
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History and Description of the Program 



Background for Discussion II 



During the earliest years of federally-supported health care, American 
Indians with symptoms of emotional or mental illness were diagnosed by 
general practitioners in Indian facilities or through contract arrange- 
ments and were institytionalized in off-reservation facilities, mostly 
State hospitals. Only one institution was devoted ©tclusively to the 
care of mentally ill Indianj: an asylum in Canton, South Dakota, which 
was closed in 1933. Some of the Canton patients were transferred to 
St. Elizabeth's Hospital in Washington, but, where possible, the pa- 
tients were transferred to state institutions. 

Federal health services for Indians began under War Department auspices 
in the early 1800' s. Article I of the Constitution provided the 
authority "...to regulate commerce with foreign nations, and among the 
several States, and with Indian tribes." In 1849 the responsibility 
was transferred to th« newly created Department of the Interior, where 
the scope of services was gradually expanded. 

Legislative Highlights 

The authority of the federal government to provide health services to 
Indians is rooted in items from 25 USC 13, known as the Snyder Act, 
adopted-in 1921. The charge of this Act was very broad, calling for 
the use of funds appropriated by Congress for the relief of distress 
and the conservation of health of Indians throughout the United States. 

In 1955, Congress enacted the Transfer Act, Public Law 83-568, which 
established the Division of Indian Health and transferred these respon- 
sibilities from the Department of the Interior to the Department of 
Health, Education' and Welfare. The Act reflected the scope of the 
federal health program for Indians, in someUhat more detail than the 
Snyder Act, in that it made specific reference to the maintenance and 
operation of hospitals and health facilities. 

In 1957, the Department was authorized by P.L. 85-151 to provide assis- 
tance for the construction of community hospitals where it was deter- 
mined that this was more effective than direct federal construction in 
making needed hospital facilities available to Indians. In 1959, P.L. 
86-121 gave legislative form to IHS responsibilities for sanitation 
facilities and services, providing authority for domestic and community 
water systems, drainage, and sewage and waste disposal systems. 

The Indian Self-Determination and Education Assistance Act, P.L. 
93-638, was signed into law on January 4, 1975. This was the first 
major legislation affecting Indian health since the Transfer Act. Like 
the Transfer Act, P.L. 93-638 dealt with who would administer the 
Indian health program, rather than with its nature and extent. The Act 
authorized IHS to turn over the administrative responsibility for all 
or part of an IHS program to the tribe(s) served by that program, upon 
the request of the tribe{s), using the mechanism of contracting. The 
Act also authorized IHS to make grants to tribes for the planning. 
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development, and/or operation of health proarams. 



With passage in 1976 of the Indian Health Care Improvement Act, P.L. 
94-437, the Congress took a major step in defining the scope of the 
Indian health program, expressing two laajor goals: 

1. To ensure that the health status of Indian people is 
brought to the highest possible leveK and 

2. To achieve the maximum participation of Tndian people in 
Indian health programs. 

P.L. 94-437 is structured to address the backlog of unmet health care 
needs of Indian people in both reservation and urban settings and the 
maintenance of a system for providing health services of high quality 
and adequate quantity to these two groups. This Act, in conjunction 
with the Indian Self-Determination and Education Assistance Act, cul- 
minated almost a decade of effort tu establish a framework within which 
Indian people can effectively determine their role in health programs* 
Congress provided the mechanism in P. I. 93-638, but relied on P.L. 
94-437 and other authorities to provide the resources, to make Indian^ 
self-determination a reality. 

Not only did P.L. 94-437 set forth the nation's goals for Indian 
health, but the Act also delineated for the first time in legislative 
language many of the programs and services already provided by IHS, as 
well as established a number of new programs. These new programs dealt 
with manpower, mental health, alcoholism, and the eligibility of IHS 
facilities for Medicare and Medicaid reimbursen»ent. In addition, 
programs for urban Indians recei-ved a legislative base. 

Developments from 1955 to 1964 

The Transfer Act required the Public Health Service to prepare a report 
for the Congress describing the health status and health service needs 
of American Indians. The resulting report, submitted to the House Com- 
mittee on Appropriations in February 1957, identifies mental illness as 
.one of the seven most urgent health problems. The recommendation con- 
cerning mental health reads as follows: 

Mental health problems among Indians are evidenced by such 
manifestations as excessive use of alcohol, high incidence of 
accidents and violence, desertion, ana juvenile delinquency. 
More service should be provided in an effort to n;aet the emo- 
tional and mental health problems among Indians, and a care- 
ful appraisal of need should be made. 

Between 1955 and 1964, the services genereilly available to emotionally 
disturbed Indians continued to be mostly diagnostic evaluations and 
institutional care. With rare exceptions, inpatient care was still in 
state hospitals. ^ / 

In addition to utilizing only state facilities for hospitalization 
purposes, a number of programs were developed in Division of Indian 
Health hospitals. For example, at the Phoenix Medical Center, therapy 
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was provided two days a week in family clinics by contract psychia- 
trists and hospital social workers. In addition^ the Phoenix Area 
began to purchase short term hospital care from a i^rivate institution - 
in Phoenix for patients with a more favorable prognosis. For long-term 
patients, the Phoenix Area used the state hospital s» as did the other 
Areas. 

About the sa«e time, the Alaska Medical Center in Anchorage also began 
purchasing some evaluative and consultative services from private psy- 
chiatrists to supplement the services available from the stace mental 
health program. Long-term therapy in institutions was provided first 
under territorial and lafcer under state auspices. The Division of In- 
dian Health social workers in the Anchorage Hospital and later at Mt. 
t<igecurtt)e collaborated witJ^ the Alaska state mental health social 
workers and public health nurses to obtain social data ana to prepare 
patients for treatment. Credit should also 90 to the Bureau of Inaian 
Affairs, which provided much background information through the records 
of its Welfare and Law and Order Branches. 

Other general hospitals which began developing regularly scheduled 
outpatient psychiatric services before 1965 were the facilities at 
Crow, Fontana; Shiprock, New Mexico; Ft. Defiance, Arizona; and 
Tahlequah, Oklahoma. In addition to the psychiatric services provided 
on a regular basis to patients with emotional problems at the Divi- 
sion's hospitals, services were provided also by the Bureau of Indian 
Affairs social workers who served unmarried mothers, neglected or 
unwanted children, and maladjusted Indians not being seen at the 
Division' s facilities. 

The report of The President's Commission on Mental Illness, released in 
1961, emphasized the need for comprehensive community mental health 
programs. "Comprehensive" was defined as including outpatient care and 
inpatient care near the home cominunity* 24-hour emergency service, psy- 
chiatric consultation and training of staff, consultation to community 
agencies, rehabilitation services and aftercare in the home community, ■ 
educational activities, and research and evaluation programs. 

With the impetus of the national mental health movement, the Division 
of Indian Health gradually shifted from concentrating on sporadic clin- 
ical services to beginning the planning of a comprehensive mental 
health program. 

The first break f rom ,a completely clinically oriented approach to men- 
tal health came at the Flandreau Boarding School in the Aberdeen Area. 
As early as 1956, it became evident to the Area Directors of the Divi- 
sion of Indian Health and of the Bureau of Indian Affairs in Aberaeen, 
South Dakota, that the aggressive behavior of some pupils at the Bureau 
of Indian Affairs Boarding School at Flandreau nec^essitated an overview 
of the emotional health of all of the boarding school students. A psy- 
chiatrist from Nebraska, Dr. Thaddeus Krush, was employed part time to 
make monthly visits to Flandreau to diagnose and treat the more trou- 
bled students, to hold classes for the school straff, and to consult 
with the superintendent and other staff members. 

In 1964, the Association of American Indian Affairs (AAIA) held a con- 



36 



ference with IHS staff and outside consultants to discuss the two types 
of health problems then seen as most pressing" for Indians: mental- ill- 
ness and otitis media. The conference lent support to plans begun ear- 
lier for a mental health pilot project in. Pine Ridge, South Dakota. 

Developments from 1965 to the late 1970s 

The first mental health program in IHS began in 1965, funded with an 
appropriation of $100,000 for a pilot mental health project at the Pine 
Ridge Reservation in South Dakota. (As early as 1956, however, tribal 
representatives had requested a mental health program for the 
reservation population.) This project over time developed into the 
present mental health program of the Pine Ridge Indian hospital. 

In December of 1965, the Surgeon General's Advisory Committee on Indian 
Health recommended that a similar project be established for Alaska Na- 
tives. In addition. Dr. E. S. Rabeau, then Director of the Division of 
Indian Health, diverted some funds originally allocated for solid waste 
disposal to support a mental health project for the Navajo Area. The 
Navajo project, at Window Rock, Arizona, began with the arrival of a 
psychiatrist. Dr. Robert Bergman, in July 1966. 

Between FY 1965 and FY 1977, the program grew from an initial staff of 
five and $100,000 to a total of 223 positions and an appropriation of 
$4,240,000. In September 1976, Title II of P.L. 94-437, the Indian 
Health Care Improvement Act, included the following language 
authorizing specific types of mental health activities: 

(4) Mental health: (A) Community mental health services: sums 
and positions as provided in subsection (e) for fiscal year 
1978, $1,300,000 and thirty positions for fiscal year 1979, 
and $2,000,000 and thirty positions for fiscal year 1980. 

(B) "Inpatient mental health services: sums and positions as 
provided in subsection (e) for fiscal year 1978, $400,000 and 
fifteen positions for fiscal year 1979, and $600,000 and fif- 
teen positions for fiscal year 1980. 

(C) Model dormitory mental health services: sums -and posi- 
tions as provided in subsection (e) for fiscal year 1978, 
$1,250,000 and fifty positions for fiscal year 1979, and 
$1,875,000 and fifty positions for fiscal year 1980. 

(D) Therapeutic and residental treatment centers: sums and 
positions as provided in subsection (e) for fiscal year 1978, 
$300,000 and ten positions for fiscal year 1979, and $400,000 
and five positions for fiscal year 1980. 

(E) Training of traditional Indian practitioners in mental 
health: sums as provided in subsection (e) for fiscal year 
1978, $150,000 for fiscal year 1979, and $200,000 for fiscal 
year 1980. 

The congressional intent in authorizing these activities is summarized 
in the Indian Health Care Improvement Act Report of the House Committee 
on Interior and Insular Affairs to accompany H.R. 2525. 

P.L. 94-437, as enacted, provided authorizations for three years of 
funding, 297 positions and $10,199,000, intended to supplement the fun- 
ding level as of Fiscal Year 1977. This legislation was intended to 
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address unmet need for mental health services. It had been hoped that 
this legislation would make possible substantial Improvements In 
boarding school conditions which lead to mental illness; acute short- 
term Inpatient psychiatric care to meet the specialized needs of se- 
verely disturbed Indian patients; the establishment of a diagnostic, 
evaluation, and treatment center for disturbed and handicapped Indian 
children; the expansion of the field ment^.l health programs of the IMS 
to reach communities not served; and the preservation of Indian healing 
traditions which have been serving their people well for centuries. 
Appropriations have pennitted, but at a level well below that origi- 
nally envisioned, the development of an Inpatient short-tenn acute care 
facility, a children's diagnostic and therapeutic program, and addi- 
tional resources for the boarding schools. The tables on the following 
pages reflect earmarked appropriations through FY 1983, nationally and 
by Area. 

This legislation also authorized a new process in which tribes could 
prepare tribal specific health plans for submission to the Secretary or 
could ask the IHS to carry out this function on their behalf. Many 
tribes Identified mental health services as a major priority. Uck of 
funding has prevented this process from leading to significant changes. 

At about this same time, the Congress authorized funding for special 
attention to the needs of children who were deemed to be "Most In Need** 
(MIN). For FY 1980, Indian children were designated ana a sum of 
$100,000 was allocated for the Indian Children's Program, both for its 
utilization and for distribution to Indian communities. Similarly, the 
Indian Children's Program received $71,400 in FY 1981 and $78,600 in FY 
1982. ■ 

As a part of The President's Conmission on. Mental Health, there was a 
Special Populations Subpanel on Mental Health of American Indians and 
Alaska Natives. Their 1978 report to the Commission, entitled A Good 
Day To Live For One Million Indians , presented 18 recommendations, of 
which one calls for integration of services from BIA, IHS, and other 
sources. 

By 1979, the Mental Health Program was serving an increasingly large 
number of tiibal groups, with an authorized staff level of 287. About 
this time, however, the national and Area staffs were identifying prob- 
lems that were also affecting the Indian Health Service as a whole and 
federal social programs generally. These problems stemmed from funding 
increases insufficient to compensate for inflation. We were therefore 
forced to leave an increasing number of positions vacant. As of the 
end of fiscal year 1983, IHS mental health staff had been reduced to 
190 (plus 17 tribal employees using IHS mental health positions). 

The Current Prograr^j 

The mission of the IHS Mental Health Program is to provide and/or 
facilitate an accessible, efficient, culturally sensitive, and 
comprehensive mental health service delivery system which provides 
American Indians opportunities for maximum involvement in defining and 
meeting their own mental health needs and attaining the optimal level 
of personal well-being. 
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INDIAN HEALTH SERVICE 
History of Mental Health Program 
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The IHS Mental Health Program is, a community-oriented clinical service 
comprised of an interdisciplinary staff network dealing directly with 
emotional and mental disorders of all levels of severity and the 
psychological and cultural aspects of health, well being, ana illness- 
The programs are also concerned with institutions, communities, and 
social groups as they relate to the mental health of . indiviouals. 
Providers within this serv-ice seek, to respond sensitively and 
appropriately to individual and community needs related to mental 
health. Mental Health Program providers are an intregal part of the 
total health care team and, as such, strive to provide specialized 
services which are distinctive yet integrated into the available 
continuum of care. Specific objectives include: 

A. Provide the highest quality of appropriate mental health 
services possible within the level of fundi nj and 
personnel available. 

B. Through formal and informal linking mechanisms, including 
intra-agency agreen»ents, facilitate increased access to a 
full range of appropriate iieiital health services, keeping 
in mind the concept of the least restrictive environment. 

C. Work with Indian communities and groups to design, 
implement and evaluate mental health promotion 
(prevention) activities. Assist tribes and- native 
corporations to develop, staff, and manage their own 
community mental health programs if they so choose. 

D. Work conjointly with other IMS clinical services in 
helping assure that the total health care needs of 
patients are properly addressed. 

E. • Serve as a federal advocate on behalf of Indian 

populations in mental health-related matters, including 
improvement of socioeconomic, housing, and educational 
conditions. 

F. Develop and implement plans in respect to quality of 
care, third party reimbursements, contracts for mental 
health services under P.L. 93-638, training, research, 
continuing education, and general program management* 

G. Serve as a source of data and information relating to the 
need for mental health services, workloaa statistics, and 
available resources to meet defined needs. 

H. Respect and be sensitive to cultural and traditonal 
belief systems and practices as they relate to the mental 
health of individuals, families, and communities. Help 
sensitize personnel and other agencies and organizations 
who interface with Indian people to the importance of an^ 
impact that unique cultures and beliefs have on life 
styles and adjustment behaviors. 

The national Office of Mental Health Programs in Albuquerque, New 
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Mexico, provides coordination, liaison with Headquarters East, and 
progranmatic consultation for the Area Offices. The Areas each 
have t unit responsible for mental health, reporting ultimately to 
the Area Director. (The national and Area organizations are dis- 
cussed in Section V, Organization and Funding.) 

The typei of services provided by the field intntal health units 
include crisis intervention, some 24-hour emergency psychiatric 
services, outpatient services, limited inpatient admissions to 
general hospitals, referral and case management services, arrange- 
ments for voluntary and involuntary commitments to state hospital 
facilities, and outreach and community education. 

The IHS operates only two inpatient psychiatric units, at Gallup, 
New Mexico, and Rapid City, South Dakota. The 9-bed inpatient 
unit at Rapid City, South Dakota, has been very favorably 
evaluated by a team which reviewed it in May 1983. The unit, 
which was funded at $379,000 in FY 1983, provides mainly aoult 
inpatient care but treats a few day-care patients as well. The 
services provided are culturally sensitive and include referral to 
traditional healers. That there is need for expansion is 
illustrated by the fact that the waiting period for aomission 
averages 2-3 weeks. The 13-bed unit at Gallup, New Mexico, which 
has an annual budget of $600,000, has operated at the current 
level for, five years. It has a full-time staff of fifteen (one 
psychiatrist, six psychiatric nurses, and eight mental health 
technicians), plus a part-time psychiatric social worker and a. 
part-time. tutor. Approximately onerfourth of the Gallup patients 
are adolescents (ages 13-18) and typically one-third of all cases 
are admitted as emergencies. The average length of stay for 
adults is two weeks and for adolescents one month. Patients 
seeking elective care may have to wait several, weeks, partly 
because of the capacity allocated to emergency cases. 

The IHS Mental Health Program model calls for services to be 
carried out through teams of mental health professionals, 
strategically located throughout an Area, who train, supervise and 
back up the work of a larger number of Indian paraprof essional 
mental health workers. In addition to providing direct services, 
these professionals and paraprof essionals provide consultation 
services to Service Unit personnel. Bureau of Indian Affairs 
boarding schools, tribal governments, law enforcement agencies and 
other local organizations. The objective is to have at least one 
professional in each Service Unit and at least one Indian 
paraprof essional in each major tribal community, thereby maximiz- 
ing the services of the team of professional ana trained 
pareprofessional s. The model provides multiple access points to 
services. The mental health program baseo on this petwork of 
available services can be described as a program of support, 
constructive intervention, and prevention, planned specifically 
for the community it serves, with the advice ano involvement of f 
the leaders of that conmunity. 

Experience has shown two basic requirements for inenCal health work 
with Indian groups: a continuing effort to uncJerstand Inoian 
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life, ideas, and language; and the participation of Indian people 
in the programs. In the local therapeutic milieu, community care 
givers and traditional healers can combine their efforts with IHS 
staff to bring about relief as well as reintegration into the 
community. 

On the following pages are tables reflecting workload, by Area, 
for the three most recent years and distribution of mental health 
positions by Area. 

Only about one cent of each health services dollar in the Indian 
Health Service is allocated to mental health. This compares witn 
eleven cents spent on mental health in each national health 
dollar, seven to fourteen cents in each private health dollar, and 
44 cents in each state and local health dollar (Report of the 
President^'s Comrnision. on Mental Health, 1978, updated to 1982 by 
Lewin and Associates, Inc., Cost and Financing of Mental Ill - 
ness ). Moreover, there is' no evidence that incidence of mental 
TTTness is lower among Indian populations than in the U.S. popu- 
lation as a whole. Needs for preventive and therapuetic services 
have grown correspondingly with population increases. As noted 
above, when the IHS Mental Health Program was begun, there were 
half a million Indian people for whom it was responsible. Now, in 
1983, that number has grown to three quarters of a million people 
residing in twenty-six states. 

Results 

Since the Program began, mental health staff have seen thousands 
of patients and/or arranged for care under contract with non-lHS 
providers or tribal organizations, and conducted countless 
preventive health and educational activities. After all this 
time, it might be logical to ask what positive difference this 
effort has made. One measure of program impact that is regularly 
used in evaluating public health program efforts is to measure the 
reduction in the incidence of problems in the. population under 
scrutiny. We do not believe this approach to be productive in 
attempting to evaluate a mental health program effort. There is 
no unequivocal evidence for the premise that the incidence of 
mental health problems in any population can be significantly 
reduced by a direct services delivery system alone, even when that 
service effort appears to be adequate to meet the needs of the 
population. Moreover, we do not have acceptable base line 
measures of the incidence' of the problems in Indian populations or 
an adequate system of aata collection to make the appropriate 
comparisons, even if we could accept the premise. 

We can, however, state that thousands of individuals have been 
helped to manage their lives more effectively and to understand 
their emotions and behavior more fully. 

f 

A considerable number of Inaian persons have recelvea training and 
employment as paraprof essional mental health workers and in some 
instances have gone on to become professionals after higher 
education. 
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Table 4 
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4.6 
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4.35 


5.11 
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4.33 
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EMPLOYMEMT 
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1.37 


1.0 
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1.01 
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1.02 


1.08 


XI. 
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12.95 


14.95 


13.58 


12.85 
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XII. 
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.21 


.19 


.09 


.14 
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.15 


.51 
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2.33 


2.05 


2.03 


2.01 


2.35 


2.66 
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XIV. 
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5.U 
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6.22 


6.26 


6.67 


5.97 
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7.24 
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1.79 
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55,087 
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Nntt: Tht flftttn fttneral problMi cattftoritft art ones Chat havt bttn around ainct the early dayt oC the RAC docu«eht 

and while thty nay bt quarraltd with vft found it convenient to uae then for thie coiipiliition. We used the 
^itnrterly report* co agftreftate annual totalt for all Mental Health Proftra* reportere to get the totals, then hcctute 
there are many problems with which Areaa were reportinft, thtt large increase durinft the pAtt year, etc., we eimply 
computed percentage* of total reported at a firet look at what was there. The FT 1975 and TY 19^76 natcriala are 
nd Jim ted to cover the current fiscal year period. We were ftbrnewliat eiirprieed et the coneietency in the dtstrlHut ione 
of reported effort over the eeven year period. Ue could have aliaost been submitting the aame records each year, with 
the minor fluctuations accounted for by the vagarice of the proceesfng. These data, along with the consistency, of 
'*--^"-'>portlonal amount of effort reported fur Mental Health problems in the cither major records sy»teme eeeme to 
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Table 5 



FY 1981 
January 1981 



IHS Mtntal Meiilth Prograwa 
Filltd and Vacant Positions FY 1981-83 
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FY 1983 
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34 
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8 
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37 
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30 
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1 






1 
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TOTAL 


283 


220 




45 


277 


198 


20 


39 


270 


190 


17 


63 








245 








218 








207 





Authorized positiona are those reported by Area Officea and do not reflect the number of authorized positiona (285) 
shovni by Headquartera^ nor their dlstributiona by Area. The February 1982 distribution vas used to be consiatent 
with Table 5 below. By the end of FY 1982 we actually had only a total of 206 positiona filled (189 IMS» 17 Tribal). 
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Table 6 



IHS Mtnul Hf 1th ProgrtiM 
Diitrlbutloo of Staff by DliclpUin, FY 1981-19M 
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Important research has been conducted that may benefit the wider 
population, as well as Indians; the work concerning the fetal 
alcohol syndrome and the rehabilitation of Indian children with 
multiple handicaps are examples. 

History of Relationships With NIMH 

In FY 1972, memoranda were exchanged between the Office of the 
Secretary, the HSMHA Administrator, the Directors of the NIMH and 
the IHS, as well as the IHS Office of Mental Healtn Programs. 
Many of these communications had to do with the obligation of the 
Cofwnunity Mental Health Centers (CMHCs) to provide services to 
Indian people and the need for IHS to pay for services providea on 
a f ee-f or-service basis. 

Negotiations gradually broke down as the following problems became 
apparent: (1) IHS did not have adequate funds for reimbursement 
to CMHCs, (2) Centers were not geographically accessible to Indian 
clients, and (3) Centers were not being used by Indian people and 
were perceived as irrelevant to Indian needs. These discussions 
resulted in a decision that CMHCs must provide service to Inaian 
people, but that IHS must further develop its own delivery system 
in light of the problems documented. 

Over an 18-to-24 month period in the late 1970s there was active 
cooperation between IHS and NIMH to develop regulations 
recognizing Indian tribes as eligible applicants under the Mental 
Health Systems Act. These regulations reflected a significant 
achievement from the standpoint of the Indian com^nunity. 
Implementation did not occur because the Omnibus Reconciliation 
Act of 1981 placed the funding for community mental health under 
block grants. 

In FY 1975, NIMH funded a minority research center, the National 
Center for American Indian and Alaskan Native Mental Health 
Research and Development, informally called the White Cloud 
Center. Originally located at the University of Oregon, the 
Center is now at the University of. South Dakota. 

Relationships with Other Programs and Departments 

As discussed in Section III, Services for Children and 
Adolescents, the Office of Mental Health Programs has had a 
particularly positive and productive collaboration with the BIA in 
connection with the Indian Children's Program. 

In addition, the Office of Mental Health Programs supports a small 
contract with the American Association of University Affiliated 
Programs to pay for a member medical institution to manage complex 
diagnoses of Indian children in their hocne locality. Following 
these services, a diagnosis and treatment plan is sent to the f 
local service provider. 
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Services for Children and Adolescents 



Background for Discussion III 



Recently an Indian Health Service psychiatrist was Invited by the Tri- 
bal Governor and officials of a southwestern Indian co(miun1ty tc dis- 
cuss the case of a young man who had a long history of drinking and 
deviant behavior In the cornmunlty, who had become suicidal. As the 
discussion continued, the community officials each stated In vivid 
terms that there are many such young people In their community, that so 
far the attempts of the community to deal with these problems have been 
fruitless, and that they feel helpless. The sense of concern about the 
future of these young people and the future of the community came 
across clearly. All stated that something must be done and that help 
Is needed. 

1980 census figures Indicate there were approximately 373, OCM) Indian 
children and youth under the age' of nineteen years and that Indian 
children and youth represented 45 percent of the Indian population 
eligible for IHS services. This segment of the Indian population Is 
growing at an estimated rate of 3 percent per year. Traditionally, 
children are an Important focus In Indian communities, and concerns 
about their children and youth are paramount today. 

In this section we shall look at the. ways. In which mental health con- 
cerns pertaining to Indian children and youth have been viewed both In 
a historical sense and more recently. We shall describe Indian Health 
Service efforts to respond to these concerns and shall look at ways In 
which these responses are changing. Finally, we shall explore some 
current Issues pertaining to mental health programming for Indian chil- 
dren and youth. 

For the purposes of this discussion, mental health concerns Include a i 
broad range of psychological, physical, and social variables and their ' 
Impact on the psychological functioning of young people. These varia- 
bles may be manifested In an equally broad range of presenting prob- 
lems. Including for example child abuse and neglect, behavior problems, 
depression, psychosis, learning disabilities, and substance abuse. 

Likewise, mental health services Include a wide range of Interventions 
provided by a variety of caregivers. Interventions Include direct and 
Indirect clinical services and therapeutic and preventive activities. 
Interventions may occur at the Individual, family or community level 
and may take place at home. In the school. In an office, or in a hos- 
pital setting. 

Statement of the Problem 

Until about 1976 mental health concerns pertaining to Indian children 
and youth were focused on a few glaring problem areas. Boarding school 
problems are frequently mentioned In the literature* The 1957 HEW re- 
port. Health Services for American Indians , refers to "child abandon- 
ment" as a special mental health problem and describes the negative im- 
pact on children and failles of alcohol abuse In the family. Toward 
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the end of this period, concern was expressed regarding the negative 
effects of placement of Indian children with nonrlndian families away 
from their home communities. Recommendations were problem specific and 
focused only on ameliorating the presenting problem. In the literature 
of this period, mental health issues pertaining to children and youth 
usua^ily are not conceptualized separately from those of the general 
popu'iation. 

This trend began to change in the early-to-mio 1970s with a growing 
awareness of children's issues nationally ano an emerging conceptuali- 
zation of childv^en as part of a family system. Within Indian cornrauni- 
ties concern regarding children and youth increased with an apparently 
rapid rise in the incidence of suicidal behavior and alcohol abuse 
among children and youth. In an article on Suicide and the American 
Indian (1), the theme of social disorganization ano family breakdown 
associated with rapid change and cultural conflict was discussed. This 
theme is continued in a paper by Westermeyer (2): "Indians with a low 
cultural identity are more likely to have social problems, be 
iwfrisoned, or suffer mental illness**. Tht Rtport of the Specji ^l 
Populations Subpanel on Mental Heajth of American Indians and ^ska 
Natives to The President's Commission on Mental Health ralseo sgmilar 
concerns and emphasized the need to support "the natural support 
systems** of family, clan, community, and tribe within Indian 
communities. (As noted earlier, this Report is included in the 
Appendix.) 

Save the Children Foundation has sponsored four National Indian Child 
Conferences (1978, 1979, 1981, 1983). All the conferences have been 
well attended and have helped to focus attention on the special needs 
of ^-Indian children and youths Mental health issues, including discus- 
sions of treatment and prevention approaches, have been prominent, and 
conference resolutions have supported the need for increased Indian 
mental health services. 

The Bottle Hollow conference on Supportive Ca re ^ Custody, Placement, 
and Adoption of American Indian Children ( 1977) sponsored by the Amer- 
ican Academy of Child Psychiatry, with cosponsors including the Associ- 
ation of American Indian Physicians, the IHS Office of Mental Health 
Programs, the National Association of Indian Soc^*al Workers, and the 
Association of American Indian Affairs, focused on innumerable child 
welfare problems. The conclusions emphasized that with the loss of 
Indian heritage "is a concomitant lowering of individual and collec- 
tive self-esteem, without which Indian children grow up destined for 
identity confusion and general failure both as self-sufficient adults 
and as parents." A vital theme of the conference, therefore, was the 
call for affirmation of tribal heritages and the retention of cultural 
ties too often severed by the unwarranted placement of Indian chldren 
in non-Indian homes and schools. The Warm Springs 'conference on A Case 
Study Approach to Recognizing the Strengths of American Indian and 
Alaska Native Families (1979J, also sponsored by the American Acaqemy 
of Child Psychiatry, cosponsored by the National American Indian court 
Judges Association, again looked at family disorganization and 
advocated a family approach coordinating already existing resources 
with a multidisciplinary effort. 
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• The President's Comnlsslon on Mental Health Sub-Task Panel on Infants, 

Chlldrent and Adolescents (1978) highlights some of the. special program 
needs and concerns tor children and youth: 

Services must reflect ways in which children's needs differ 
from those of adults. While the traditional goal of adult 
therapy has been to return the individual to his previous 
level of functioning, a child, on the other hand, must be 
restored to normal patterns of growth and aided in compensa- 
ting for lost development. • • Treatment must address the 
course of the illness and Include counselling for parents and 
other adults in the child's life. • • Mental health services 
for children must also be delivered within a system of care 
that insofar as possible promotes and maintains a continuing 
relationship between child and family. • • Mental health ser- 
vices should also be organized along a spectrum so that a 
given child can move in any direction as the treatment needs 
of the child change. 

The report goes on to anphasize the critical role of prevention when 
dealing with children and development and recommends a balance of re- 
sources devoted to therapeutic and preventive services. 

There have been two important pieces of federal legislation pertaining 
to Indian children and youth that have reflected and reinforced the 
trend to special programming for the needs of young people and have em- 
phasized the role of the family and community. As noted in Discussion 
II, the Indian Health Care Improvement Act of 1976 authorized: 

(C) Model dormitory. mntal health services: sums and po- 
sitions as provided ialsuosection (e) for Fiscal Year 1978, 
$1,250,000 and fifty positions for Fiscal Year 1979, and 
$1,875,000 and fifty positions for Fiscal Year 1980, 

(D) Therapeutic and residential treatment centers: sums and 
positions as provided in subsection (e) for Fiscal Year 1978, 
$300,000 and ten positions for Fiscal Year 1979, and $400,000 
and five positions for Fiscal Year 1980, 

It was understood that these treatment centers were intended for 
children and youth* 

The Indian Child Welfare Act of 1978 defined the manner in which Indian 
child welfare and child custody cases would be adjudicated and required 
that the Indian family and community be the primary focus in such adju- 
dication (3). 

Indian Health Service Efforts to Address the Problems 

Until the Indian Health Service Mental Health Program was established 
in 1966, mental health and mental health issues pertaining to children 
and youth received little attention* With the establishment of the IHS 
Mental Health Program, individual IHS staff became increasingly con- 
cerned with issues pertaining to children and youth, but efforts at in- 
tervention remained limited and the program maintained a more general 
mental health focus. The Model Dormitory Project, begun at Toyei, Ari- 
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zona in 1969 demonstrated that a boarding school utilizing more and 
better surrogate parents resulted in marked benefits for the boarding 
school children. 

Tests of intellectual development showed that the mooei dor- 
mitory children, especially the boys, performed better than 
those in the control school. Teacher ratings indicated that 
model dormitory girls worked harder, persevered longer in a 
job, and paid more attention to directions than did the con- 
trols. Model dormitory children had fewer negative emotional 
indicators on tests of emotional development (4). 

Several suicide intervention projects were implemented in the Billings 
and Portland Areas in the late 1960s and early 1970s. In 1969 a 
suicide prevention center was established at Fort Hall, Idaho, utili- 
zing both professional staff and Indian volunteer counselors. Young 
people considered at risk for suicide were referred to the program. 
The project was considered a needed alternative to the existing legal 
system's use of incarceration for youth at risk (5). 

In the eighteen months after the creation of the suicide pre- 
vention center .there were' no suicides in the age group under 
twenty-five years whereas, based on data from the previous 
seven years, two or three suicides below the age of twenty- 
five could have been expected (6). 

With thp passage of the Indian Health Care Improvement Act in 1976, the 
Indian Health Service became directly and actively involved in provid- 
ing clearly defined but limited mental health services to children ano 
youth for the first time. With the allocation of ^114,000 and 6 posi- 
tions (a marked decrease from the 437 authorization levels), a new mod- 
el dormitory project patterned after the earlier successful Toyei pro- 
ject was started at the Stewart Indian School in Nevada in 1977. This 
was designed to be a "flexible program that will accommodate innovation 
in program areas identified in home living, recrfeation, counselling, 
academic, cultural, and therapeutic areas based on the identified needs 
of the students and staff at Stewart Indian High School" (8IA/IHS Memo- 
randum of Agreement, 1979). This project was developed as an example 
of BIA/IHS interagency cooperation, but unfortunately the project was 
ultimately undermined by unresolvable inter- and intra-agency 
conflicts, and with the BIA decision to close the Stewart Indian School 
in 1980 the funding for the small model dormitory effort (a little over 
$100,000) was divided between the Chemawa Indian School in the Portland 
Area and the Albuquerque Indian School, which the respective Areas 
agreed to match. 

The model dormitory effort at Chemawa has continued with a therapeutic 
recreation program with two recreation therapists. The program utili- 
zes recreation activities as a way to help students confront and work 
through emotional/behavioral difficulties. The Albuquerque program, 
which transferred to the Santa Fe Indian School in 1982, has had two 
foci: (1) the development and implementation of a "Student Living 
Guide", a health promotion curriculum of lectures, discussions, and 
activities to be used in the dormitories, and (2) an "Independent 
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Living^ program consisting of a small group home for selected stuaents 
with an efnphasis on individual and group responsibility. 

The Indian Children's Program 

The Indian Children's Program (ICR) was another development from the 
Indian Health Care Improvement Act* Originally, the Indian Children's 
Program was conceived as four or five regional residential centers and 
community support outreach teams located strategically throughout the 
IHS service area. Funds were never appropriated for residential cen- 
ters. The first outreach team was established in Albuquerque in 1978 
as a joint Indian Health Service/Bureau of Indian Affairs effort and 
was designed to provide individual evaluation and treatment of acaoem* 
ically, emotionally, physically, and mentally handicapped chilaren; 
technical assistance support for local home service providers; and 
individual and community education activities concerning handicapping 
conditions. The current staffing level consists of 8 IHS employees and 
12 contract employees supported by a combination of IHS and 6IA funds. 

The southwestern regiona.1 program continues to be a successful Inters* 
agency ijctivity meeting the needs of handicapped children and their 
families in terms of individual evaluation and treatment planning, con- 
sultation with local human services agencies, and general educational 
activities concerning care of handicapped children. In addition to 
providing high quality, reliable human services to the families in the 
region, this program has demonstrated that IHS and BIA/OIEP (Office of 
Indian Education Programs) can successfully collaborate on activities 
benefitting handicapped children. Because of financial constraints, 
plans for a southwestern residential center as well as plans for the 
other four regional programs have been deferred. 

The ICP provides services to and works with BIA schools and dormito« 
ries; tribal^ public and parochial schools that serve Indian children; 
Headstart programs; IHS hospitals and clinics; BIA, tribal, state, and 
county social services programs; other mental health programs that need 
child consultation; tribal and district courts; juvenile probation and 
law enforcement programs; alcohol and substance abuse programs; tribal 
health planning groups; and so on. 

In addition to providing direct and consultative clinical services, the 
ICP provides training to staffs of various programs that work with 
children. It also assists communities in the Albuquerque and Navajo 
Areas in developing their own program efforts. The ICP has assisted 
communities such as Hopi, Mescalero, and Zuni in developing and ob- 
taining funding for juvenile first offenders programs, foster grand- 
parents programs for handicapped children such as at Zuni, a drop-in 
center, a youth advocacy committee, and interagency child protection 
teams. , 

The Fetal Alcohol Syndrome Project 

The Office of Mental Health Programs established^a special Fetal ^\lco-- 
hoi Syndrome Project in late 1979 as part of the International Year of 
the Child. This initial project continued until 1982 and has had a 
major impact on sensitizing health care staff and coaimunity members to 
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the fetal alcohol syndrome (FAS) anc the neea for increased prevention 
efforts regarding alcohol misuse. In all, the FAS Project trained over 
11,000 Indian health care providers, educators, ana citizens in the re- 
cognition and prevention of fetal alcohol syndrome. In addition, over 
240 children were seen in 24 clinics and 115 fetal alcohol-affected 
children were identified. The epidemiology of FAS indicated wide var- 
iation In incidence among the southwestern tribes, varying from 1 FAS 
child per 750 births to a high of 1 per 100 births. 

In Fiscal Year 1983, tne Congress recognized the need for further FAS 
efforts and allocated additional fur.as to the IHS alcohol program for a 
nationwide prevention project. In September, HRSA awarded a new 
contract for $213,000 to the All Indian Pueblo Council, Inc., to r.egin 
the National Indian Fetal Alcohol Syndrome Prevention Program. Its 
mission is to train a minimum of 6 trainers in each of the IHS Sarvice 
Units from Alaska to Florida. These trainers will be from IHS, the BIA 
education system, and tribes. They will serve as the nucleus of an 
ongoing network for FAS activity for all Indian people (7,8). 

Other Activities for Children 

A further example of Indian Health Service/Bureau of Indian Affair* 
cooperation occurred with the establishment of the Interagency Agree- 
ment of 1980 providing for the mutual sharing of costs for residential 
treatment of mentally disturbed patients. In practice, this agreement 
applied almost entirely to children and youth. Implementation of this 
agreement was difficult because of intra-agency conflict and the con- 
tinued limitation of contract funds available for resiaential treat- 
ment, and the agreement was terminatea in 1982. 

At the present time, Indian Health Service mental health staff are wit- 
nessing a marked increase in problems of children and youth. While the 
Indian Health Service data are sometimes difficult to evaluate, as ♦'.he 
Mental Health/Social Service data system does not capture much needed 
information, the direction of the data is clear. In fiscal year 1982, 
services were provided to a reported 27,283 Indian children and youth 
under nineteen years of age by Mental Health and Social Services 
staff. This figure represents 22 percent of the entire Mental Health/ 
Social Services caseload. Between 1977 and 1982, there was a three- to- 
fourfold increase in reports of child neglect and abuse, depression in 
children and youth, alcohol misuse in children and youth, school beha- 
vior problems, and suicide attempts in children and youth. In 1982, 
652 suicide attempts were reported for age nineteen years and unaer; 
whereas, using national suicide prevalence rates, approximately 448 
suicide attempts might be expected in a population of similar size and 
age. In Drug Use Among Native American Youth: Summ ary of Findings 
(1975-198T) , Drs. Petting and Beauvois report: 

Indian adolescents in graces 7-12 have a higher level of ex- 
posure to every drug that was included in the survey. Inha- 
lents are tried more often by Indian young people. Indian 
youth use alcohol more heavily than non-Indian adolescents. 
Drug use has increased steadily among Indian youth since 
1975. Much of this increase has occurred during recent years. 
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The Report of the Special Populations Subpanel on Mental Health of 
American Indians and Alaska Natives of The Presloent's Lomrmssion on 
Mental Health also emphasizes the mag n ituoe of alcohoT-relatea problems 
among Indian people and the impact of such problems on young people, 
including child neglect and abuse, an increase in juvenile delinquency, 
rape, suicide, unwanted teenage pregnancies, and school dropouts* In a 
recent survey of community providers in the Albuquerque Area (with a 
population of about 25,000 Indian children and youth), over one hundred 
children and youth have been identified as neeoing intensive psychiat- 
ric services. This figure is probably several times that expected for 
a population of this size* AS; indicatea at the beginning of this sec- 
tion, community members are alarmed and feeling overwhelmed by the num- 
ber of troubled young people. 

The Indian Health Service provides significant levels of medical ser- 
vices to Indian children and youth. In fiscal year 1982, IHS reported 
over 345,000 outpatient contacts with children and youth through age 
nineteen years. Many Service Units have pediatricians and the larger 
hospitals provide pediatric wards. An organized Maternal and Child 
Health Program has had a major Impact on assuring high immunization 
levels among young children. Mental health services to children and 
youth, however, are the exception rather than the rule. In a recent 
poll of Indian Health Service Area Mental Health Branch Chiefs, all 
indicated that the standard practice in their programs is for children 
and youth to be managed as part of a worker's general caseload. 

There are few children's mental health specialists in the Indian health 
Service other than with the geographically restricted Indian Children's 
Program. There are no IHS-operated residential treatment facilities 
for Indian children and youth with psychiatric disorders. Access to 
treatment facilities outside of the Indian Health Service is usually 
limited due to jurisdictional and financial restrictions. In many IHS 
Areas, mental health consultation is provided to day schools and board- 
ing schools, but again these services are limited. Mental health 
consultation to IHS pediatric services is likewise limited. 

As indicated in the Report of the Task Panel on Mental Health and 
American Families: Sub-Task Panel on Infants^ Children, and Adoles- 
cents , if one IS concerned about children and development, one must be 
concerned about prevention, and therefore the focus is potentially on 
all children. Mental health services should help -''chi Idren to oevelop 
a free and positive sense of self, to prize curiosity, and to delight 
in their own accomplishments." Within Indian Health Service there has 
been an increased interest in prevention activities since the publica- 
tion of the Surgeon General's report. Healthy People , in 1979. Al- 
though prevention efforts within the Mental Health Programs continue to 
be minimal, there are some projects of interest. 

In the Albuquerque Area, the Mental Health Program has contracted with 
the Albuquerque Area Indian Health Board to provide a parenting project 
for the Ramah Navajo Community. This project focuses on high risly 
young parents and combines a self-help approach w.ith health eoucation. 
Another recent contract with the Artists of Indian America, Inc., in- 
volved a week-long workshop with youth in their school setting. The 
workshop utilized music, dance, drama, and poetry to help increase the 
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self-esteem of the young people involved in the workshop and to provide 
a variety of new, positive role models. 

In. the USET Area, the Seminole Tribe using IHS funds has developed an 
Indian Medicine Program focusing on helping young people at risk obtain 
a positive sense of identification with their culture. * 

In the Navajo Area, much work has been done utilizing the Brazelton 
Newborn Infant Assessment Scale in screening newborns for physical and 
developmental disorders and as an aid in promoting maternal-infant 
bonding. 

The Mental Health Program clearly recognizes the need for specialized 
mental health services for children ano youth and the need for a system 
of prevention and intervention focused on the family and community. 



Current Issues/Definitions 



As seen above, there are or should be many participants involved in 
the planning and provision of treatment for children and families with 
mental health problems. In addition, it would seem that there is a 
great deal of fragmentation of * programming efforts, even thoucjh there 
appears to be both a need and a oesire for a more specialized, focused 
approach to both intervention and prevention. Depending on the circum- 
stances of the referral, a variety of programs, representing a number 
of agencies and jurisdictions as well as specific discipline-oriented 
approaches to problem solving, may be involved with a single case — all 
appropriately, so. 

As an example of this, it is possible to have at a single case confer- 
ence the child and his family, a representative of one or more social 
service agencies, tribal court, juvenile probation, IHS mental health, 
IHS community health nursing, one or more school personnel, a physi- 
cian, and so on. 

Each inoividual or program is dealing with a piece of the child's prob- 
lem and views it from a particular orientation or perspective. Depend- 
ing upon the community, some of these individuals may be paraprofes- 
sionals or have little training or experience working with children or 
families presenting complex, difficult problems. It becomes apparent 
after encountering this type of situation again and again that several 
urgent issxies emerge. 

One issue is how to develop and utilize the strengths and resources of 
the Indian family and the community in which it resides. Providing 
Support and direct assistance to the family within its own community 
would seem to be the most effective way of dealing with many presenting 
problems. In order for this to occur, one must dea] with the issues of 
networking or establishing functional linkages between programs. Com- 
munity development, i.e., developing and nurturing local resources to 
address the problems of children and families, becomes another issjie to 
be dealt with. Low population density, large distances to be'traveled, 
and lack of personnel willing to live and remain in these areas for a 
long time are all factors that make this situation more difficult to 
deal with. 
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At the present time, mental health programs that do exist in the Inaian 
ccnmunitips are few in number, are understaffed or lack trained staff, 
and have little in the way of support or specialized consultation 
available to them. Mental health consultation should be provided on an 
ongoing basis and should be both patient-centereo and address program 
issues. Its purpose should be to improve patient care ty improving 
provider skills, as well to provide support to community-based stiaff. 
In addition to consultation, formalized training in specific areas of 
children's mental health should be provided regularly. Wnere profes- 
sionals are difficult to recruit and retain, itinerant services sup- 
porting paraprof essional indigenous workers may be the necessary 
solution. 

When these issues are addressed adequately one then may have the foun- 
dation for a system of care, ano it beconies obvious that one must ap- 
proach the problem of the care of children with mental health problems 
in terms of systems: health and mental health systems, social services 
systems, educational systems, judicial and law enforcement systems, 
tribal government systems, county and state government systems, federal 
government systems, and so on. It then becoines necessary to develop a 
methodology to facilitate an integration of these systems so that easy 
communication and cooperation can be developed. 

At the same time,- one must look at the mental health system itself 
within IHS to see how it currently deals with the problems of children 
and their families. Of course, there is great variation among the Area 
and Service Unit programs in how they deal with children's mental 
health problems, but in general it is probably safe to say that there 
is no service-wide system of care that provides an integrated continuum 
of services for children with various levels of need. 

Such a system would include access to inpatient or residential resour- 
ces for the most seriously disturbed children, to transitional or 
intermediate facilities at the community level for children who are 
being prepared to return to their communities or who need one step 
below hospitalization, and to outpatient/community-oriented services 
for children and families who are being treated within thecommuni ty or 
who are returning to the community. The latter can provide consulta- 
tion, support and training to community-based programs. Such a system 
would be staffed by individuals who are trained child specialists, who 
are equipped with the special skills needed to accomplish the necessary 
tasks, and who can provide a core or a framework around which tne var- 
ious needed services can be integrated, coordinated, and monitored. 
The need for inter- and intra-agency integration of the multiple ser- 
vices that many emotionally disturbed children and families require is 
self-evident, to streamline ano help avoid duplication or omission of 
required services. 

A system working cooperatively with the tribes, witli a clear mandate, 
would be better able to deal with interagency as well as the various 
legal jurisdictional problems that regularly arise in the area of ^ 
mental health care for Indian children. It- would-be available to 
assist tribes with the development of such things as children's codes, 
tribal programs, standards of care, and other related issues as they 
emerge. 
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A system of care such as the one being discussed would involve a con- 
siderable investment in money and manpower to provide a high quality 
program. At the present time» such manpower and funds are not avail- 
able for a concentrated effort. Indeed, it is quite difficult at the 
present time even to provide for resioential care for a minimum of 
children currently in need. 

Prevention is another area that requires considerable effort and 
attention. Many tribal leaders and elders are appallea at the problems 
currently facing Indian children and youth. They have expressed inter- 
est and support for programs that can prevent many cf the serious prob- 
lems that mental health staff all see and deal with. Coifjmunity educa- 
tion programs, early intervention efforts, and systemmatic program- 
oriented research are well received by tribal leadership. Continued 
and greater efforts in these areas are necessary ana could lead to 
reduced costs for care and treatment as well as reduce the pain anc/ 
suffering experienced by so mny Indian children, families and 
communities. 
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Evaluation and Research Findings: 
Needs for Evaluation and Reporting System 

Background for Discussion IV 



Before appropriate program evaluation can be carried out, certain 
elements must be in place.- These include clear statements spelling out 
program goals and objectives, as well as explicit organizational, oper- 
ational and service standards. While the former have been available, 
consensus on the latter has been difficult to reach. In addition, a 
number of factors lead to great variability in the mental health pro- 
grams across Areas and, therefore, make systematic evaluation more dif- 
ficult than it might otherwise be. These factors include differing 
combinations of resources availability, interest and service priori- 
ties, tribal funding, state concerns, the range of service delivery 
modalities (e.g., field clinic, hospital-based, outpatient, inpatient, . 
etc.), and a host of other factors involving remoteness, geographical 
distribution, communications, climatic conditions, and such things as 
federal and state law. 

Evaluation of the efficacy of specific mental health programs as well 
as that of psychotherapy in general is extremely difficult for a number 
of reasons. The difficulty lies in the natural bias of the observer 
who makes the evaluation. Thus, organized psychiatry supports 
credent! aling, while the issue of accountability is of paramount 
importance to those third party agencies funding mental health programs 
( The Effect of the Method of Payment on Mental Health Care Practice , 
Group for the Advancement of Psychiatry Report No. 95, Volume IX, 
November 1975) . 

Evaluation Findings 

There has been one national evaluation of the Mental Health Program: a 
1974 descriptive study that could have served as the base line for sub- 
sequent outcome evaluations. The final report by Carolyn Attneave and 
Morton Beiser (1) describes the development and early operation of the 
Mental Health Program in separate volumes for each of eight Areas. The 
authors presented approximately 80 recommendations in their Overview 
and Recommendations volume. Subsequent national studies have not been 
carried out, partly because of lack of sufficient funds and lack of 
valid data on which to build evaluations. 

There have, in addition, been several evaluations of mental health 
programs in particular Areas or on an individual reservation. 

A systematic effort to develop criteria for program evaluation was in- 
volved in the management support team visits to individual Areas. From 
1979 through 1981, review teams, typically composed of two representa- 
tives from the Office of Mental Health Programs staff and one Area 
Mental Health Branch Chief, began to carry out reviews of Area Mental 
Health Program activities using mutually agreed upon criteria. Each of 
the Area programs was to be reviewed biennially, and each cycle through 
the process would guide, clarify and refine both the definition and the 
appropriate content of the program elements to be involved in the 
reviews. The effort was thought of as dynamic and adaptive, gradually 



accumulating and synthesizing a body of program standards that could 
realistically be generalized to include all Area and tribal program 
efforts* These reviews were suspended in FY 1982 due to financial and 
staff limitations. 

The visits were designed to collect and disseminate information about 
the Area programs, to collaborate with the Area Mental Health Branch 
Chiefs in dealing with problems of administration, planning and main- 
tenance of mental health programs, and to create a process of communi- 
cation that would facilitate the sharing of common goals among all 
Areas. The teams' work was guided by a uniform checklist. 

These visits; were helpful in evaluating program accomplishments, re- 
viewing and strengthening, where needea, administrative practices, 
keeping the Areas and Office of Mental Health Programs staff in touch 
with program developments and concerns, and identifying successful 
approaches that might be duplicated elsewhere. 

Mental Health Research 

Very little in the way of resources is formally available for research 
efforts by program staff within IHS. The one percent commitment au- 
thorized by P.L. 94-437 has, for the past five years, been used in a 
project located in the Santa Fe Indian Hospital addressing the effec- 
tiveness of biofeedback in treating alcohol disorders, entitled Self- 
Mastery and Coping Skills Training Project. 

Even though few resources are available directly for internal research 
efforts, a number of significant projects have developed from collab- 
orative endeavors with university programs, including most prominently 
those conducted through the White Cloud Center (the National Center for 
American Jndian and Alaskan Natives Mental Health Research and Devel- 
opment) and the Oregon Health Sciences University. (See especially the 
White Cloud Journal , Vol. 2, No. 2, 1981, in the Appendix.) Subsequent 
research efforts that developed at least partially from this collabor- 
ation range from detailed studies of the epidemiology of depression 
among American Indians to the epidemiology of mental disorders among 
American Indian children. The Indian Children's Program playea a 
significant part in developing two other noteworthy projects, studies 
of epilepsy at Zuni, Tuba City and Keams Canyon and preliminary testing 
with the System of Multicultural Pluralistic Assessment (SOMPA) in 
southwestern Indian populations. Projects like the study of Civil 
Commitment of American Indians by Blocm, et aU (2), and the ongoing 
studies of drug use among American Indian adolescent populations in the 
Southwest by Oetting, et al. (3), grew out of shared concerns about 
these significant issues. The preliminary research on FAS and the 
follow-up on this project have involved the mental health staff. 

In these collaborative efforts, the Office of Mental Health Programs 
has consistently attempted to require that the researchers keep 
pragmatic programming considerations in the front of their minds, 
seeking practical applications of what they are learning • One 
distressing example of how difficult it is to sustain this concern can 
be seen in the efforts to demonstrate that a little bit of intervention 
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goes a long way in the boarding school setting. In two separate, care- 
fully documented research efforts (Krush, et al- (4), in Flandreau, 
South Dakota, and Goldstein, et al. (5), at Toyei, Arizona), it was un- 
equivocally demonstrated that a minimal amount of caring could signifi- 
cantly affect the social, emotional and educational growth of Indian 
children perforce domiciled in boarding school settings.' These data 
were used to justify the language contained in P.L. 94-437 (c)(4)(C) 
which addressed these issues. Using funding under this legislation, it 
was demonstrated that the knowledge could be systematically integrated 
as a program element at Stewart Indian School in Nevaaa. However, be- 
cause of a variety of circumstances, the IHS has been essentially un- 
ble to maintain this effort in more than one location for any sustained 
period of time. In this instance we know what needs to be aone, yet in 
spite of this clear knowledge we have been unable to integrate the ap- 
proach systematically into our service delivery system. Unfortunately, 
this is only one example of a class of issues involved in applying what 
we learn, or already know. 

Data Sources and Processing Capacity 

One of the key issues in developing adequate and appropriate measures 
for mental health program evaluation revolves around acquiring accurate 
and dependable measures of various kinds relating to these programs' 
operations. It would be reasonable to expect that these data might be 
routinely available from the agency's reporting system. In this case, 
"routinely", rather than "available", is the operative word that gets 
1n our way. 

Probably the key criticism of the current aggregate collection of re- 
cord keeping is" that it is a considerable task to derive Information, 
services or demographic data, organized around individual patients, 
which will allow the investigator to systematically get past the often 
misleading workload information generated from the separate records 
systems. For example, deriving reasonably accurate estimates of incid- 
ence or treated prevalance from reported demand on the health care 
systems should be an important output, but often becomes a complex task 
because of the ways the data are organized. The difficulties in 
identifying the number of people making the demands, or the related 
problem of identifying the total workload, from all or selected 
services provided to a single individual during one episode of illness, 
have led us to make some rather strange, even absurd, statements about 
the scope and nature of the problems we are attempting to deal with, as 
well as v/hat we are doing about them. 

The current reporting system for the Mental Health Program was imple- 
mented in 1973 as a pilot project. It is a shared system in that two 
programs. Social Work Services and Mental Health Programs, are using 
the same input document, processing procedures and .reports generated as 
output, yet some attempt is made to separate the data so that each pro- 
gram's efforts are shown separately. The input document was designed 
by a cofmiittee that could never resolve a basic difference of opinion 
as to whether the record should primarily Capture . information about 
staff activities or about patient care. As a result it does neither 
very well. The data processing involved use of the mark sense forms 
and an optical mark page. reader, procedures which were already obsolete 
in 1974. 
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The report writing programs that generate the outputs were a "first 
cut" on a barely operating system ana are in some ways exemplary of the 
whole project, because they were "fixed" before we. even understood the 
capabilities, or lack thereof, of the system. (A copy of the Social 
Services and Mental Health report form follows this page.) 

The system was supposed to be dynamic, with revisions as both the sys* 
tern's operational characteristics and our information requirements were 
clarified. No changes in the system have been made since its initia- 
tion* Numerous requests have, however, been made to do so. In part, 
proposed changes have been disapproved because of an earlier plan to 
convert all program reporting to the Patient Care Information System. 
Other factors were the lack of a coordinated MIS or AOP master plan in 
IHS. 

In FY 1982, the Data Processing Service Center proposed to shift all 
records systems using mark sense forms to key entry forms, citing the 
numerous problems associated with the off line processing using the 
Optical Mark Page Reader. While we concur that this system of proces- 
sing has created some of our problem, simply correcting this part of 
the situation will not address the larger problem, that of an inade- 
quate input record. This solution will get only more weak records past 
the edit programs, and while it would solve some of Data Processing 
Service Center's problems, it would not solve ours. 

While the Social Services and Mental Health form is the most widely 
used report, not all Areas report on this system. Currently: 

1. Nine Area and Program office programs (Aberdeen, Bemidji, 
Albuquerque, Oklahoma, USET, Portland, Phoenix, Navajo, 
and Tucson) use, to some degree, the Social Services and 
Mental Health report form; 

2. Two Area programs (Alaska and Billings) report on the 
ambulatory encounter records of the PCIS; 

3. One Program office (USET) uses a modified version of the 
SS and MH form for contracted program reporting; 

4. One specialty program (Indian Children's Program) uses an 
even more highly modified report to document their 
activities and patient contacts in four Areas; 

5. Several contracted programs use their own systems of 
information collection and collation which we (IHS) may 
or may not be receiving routinely; and 

6. One Program office (California) has only recently begun 
to send reports routinely to the Office of Mental Health 
Programs. 

Apart from the obvious issues associated With attempting to derive 
meaningful data from such a disjunctive system, the SS and MH reportlni, 
system needs: 
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1. A way to systematically link these mental health data 
with any other records system, 

2. A method of processing that avoids a record rejection 
rate exceeding 25 percent overall, . 

3. Clearly defined procedures for what and when to report, 

4. A more accurate and useful method of Identifying and 
encoding presenting problems, 

5. Methods of encoding action taken, 

6. Procedures for assessing changes In the recipient's 
status, and 

7. Systematic organization of Information Into a data base. 

In short, the present SS and MH reporting system has an inadequate in- 
put document, an inappropriate system for processing the data, and no 
provisions for data base maintenance. 

A Framework for Change 

In February 1980, a system design and implementation task force, work- 
ing under the auspices of the Division of Biometry and Epidemiology, 
NIMH, completed a five-year collaborative effort between feoeral and 
state agencies addressing design development of a standardized and in- 
tegrated Mental Heath Statistical Reporting System. This report^ The 
Design and Content of a National Mental Health Statistics System . 
Patton et a1., 1983, OKHd Pub. NU. (AUM) ^-iOdS, has served as the 
model for design guidelines in a proposed IHS mental health information 
system.- 

The system proposed by the task force defined three types of data to be 
routinely collected, along with both uniform data elements (UDE) and 
minimum data sets (MDS) for each of these three types of data collec- 
tion: 

1. Organizational Data 

Systematic descriptive statements of program features 
which can be used to make assessments of the various un- 
its, program elements, or other sub-divisions that make 
up a total program. In IHS, the permutations and possi- 
ble combinations sometimes preclude any serious inter- 
organizational comparisons and often complicate Intra- 
organizational evaluations. , 

2. Personnel Data 

Systematic collection of information about staff, their' 
demographics and relationships to the organization, and 
periodic assessment of the activities they engage in 
during a sample work week.' These data can be used to 



. address manpower, training, resources distribution, pro- 
gram evaluation, and workload issues and questions* 

This set of data can also form the basis for program- 
oriented position control* 

3* Client/Patient Data 

In addition to demographics and social data on the 
client/patient, certain census reporting periods are 
specified so that more than simple workload information 
can be derived* The problem in IHS is more complex, un- 
til more adequate data-base materials are developed and 
some form of integrated record system is decided upon* 

The minimum data sets, as well as lists of other recofmnenaed data 
items, were developed and field tested for each of these types of 
data* IKS Mental Health Programs participated in a field test of the 
uniform data elements and minimum data sets for personnel data carried 
out by the Western Interstate Commission on Higher Education (WICHE) in 
1981* 

National Institute of Mental Health definitions and standardi were used 
by the Office of Mental Health Programs in developing descriptive stan- 
dards for IHS program operations* These were included in the proposed 
Office of Mental Health Programs policies and procedures manual chap- 
ter, the program review document for developing adequate scope of work 
statements in P,L* 93-638 contracting, and .in the review procedures 
used for program management reviews* 

Within this conceptual framework, the Office of Mental Health Programs' 
strategy for information system development involves two major and two 
supplementary efforts* One thrust is to field test, evaluate and re- 
vise a new input document for possible service-wide use by IHS and tri- 
bally contracted Mental Health Program efforts* The second is to fi- 
nalize the development of two specialized data bases which are being 
developed from existing but disparate records systems* These two major 
thrusts, at an appropriate point in the future, would merge in a. single 
sub-system of records which would sit ••within* or ••between** other ap- 
propriate systems, selectively drawing on each for specific information 
relative to mental health issues, and organizing these data in such a 
way that a variety of program specific, population specific, provider 
specific, or problem specific questions could be addressed* The sup- 
plementary efforts would address articulation of effort (captured by 
the new input record) withcost accounting information in a more pre- 
ise and usable fashion, and refinement of the personnel information 
capture initiated through the collaborative effort with WICHE* 
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Organization and Funding 
dackground for Uiscussion V 



In the early history of the IHi; Mental Health Program, organizational 
and funding issues seemed much simpler. In a 1974 base line study (1), 
Attneave and Beiser characterized the atmosphere of the program and the 
style of the administration as giving approval to creative problem 
solving and as being related to the Indian communities in a style of 
mutual respect. The authors identified several models for service 
delivery and for relating to other mental health resources. They 
praised the extent of flexibility evidenced in program development, 
which permitted compatible working relationships with traditional 
healers, and went on to state: 

In essence the structure of Mental Health Prograin administra- 
tion has been more like that of a network of service delivery 
units, each linked in a variety of ways to one another, than 
it has been a bureaucratic creation. This style has also 
fostered the extension of program development to include 
other agencies, tribal, private, state, and federal. The 
essential interdependence of peoples has been recognized at 
not only t))e clinical level, but also in the integration of 
services and programs within the local context. 

In the final chapter of the overview volume of their report, these 
authors also recommended preservation of "the essential flexibility, 
local autonomy, and creative innovation** they observed.* This section 
will address some ofcthe problems that have arisen out of the increased 
complexity of the overall IHS organization, the increased size of the 
Mental Health Program and its increased sophistication in programming 
and treatment. 

Role of- the Office o^ Mental Health Programs 

The Office of Mental Health Programs has the following functions: (1) 
plans, develops, and coordinates a comprehensive mental health program 
for the Indian Health Service in relation to stated goals and 
objectives and changing Indian needs nationally in 12 major Area ana 
Program Offices serving over oOO,000 American Indians and Alaska 
Natives with 82 Service Units, 48 hospitals, 76 health centers, 14 
school health programs, and 82 health stations, plus a considerable 
number of facilities and programs administer by tribes; (2) provides 
technical consultation to tribal groups and IHS staff in respect to 
mental health concerns; (3) represents the IHS in advocating, 
coordinating and joint planning with state, federal, tribal, 
professional, private and community organizations in the 
identification, development and use of alternate resources for mental 
health services to Indian people; (4) gives strong leadership in 
raising the quality of mental health care provided the American Indian 
and Alaska Native population; and (5) is a central source of 
information and co^wunication on mental health needs and services 
within the Indian Health Service. 




The Indian Health Service is a Bureau of the Health Resources and Serv- 
ices Administration (HRSA). The most recent organizational chart for 
the Indian Health Service (on the following page) locates the Division 
of Program Operations (DPO)\ to which the Office of Mental Health Pro- 
grams report's. The Division in turn reports to the Deputy Director and 
the Director. 

Sirvie the Office of Mental Health Programs (OMHP) was established in 
1967, its role has changed from that of obtaining and managing fuads» 
recruiting staff and providing program supervision to a more purely 
consulting and coordinating model. In its current role, the Office of 
Mental Health Programs has responsibility for coordinating a compre- 
hensive mental health program but is without line authority relative to 
the Area programs for funds, personnel, or program direction. There 
•re inherent problems in exercising program vs. line authority that 
hive affected both the Office of Mental Health Programs and the Area 
Mental Health Branches. Examples of these problems include diverting 
of funds by line officials to make up for deficits in other areas or 
programs, staff selection, setting program standards, and lack of funds 
to bring Area staff together. 

The Role of the Mental Health Branches in Relation to Other Area 
Components 

Originally, Area Branch Chiefs administered and supervised the field 
program staff and had much the same role at the Area level as the early 
Headquarters mental health staff. As IMS became increasingly decentra- 
lized, some of the Area Branches were reorganized, and in most in- 
stances the Branch Chiefs were redesignated "consultants". (Throughout 
this document, however, they will be referred to simply as Branch 
Chiefs.) Most field operational authority was delegated to the Service 
Unit Director, who thus had both administrative and program supervisory 
authority. The Area Branch Chiefs were frequently seen as having no 
authority over the programs for which they were the Area's acknowledged 
experts and for which they were de facto held responsible. Predict- 
ably, there were problems with this, because of the conflict between 
program and administrative needs. In addition, what was a technical 
issue became an emotional issue and capacity for dealing with this 
problem was lessened. 

Another problem in «?ny Areas has been that of a literal application of 
the definition of "consultant", i.e., orte who i5, a professional and 
technical expert, but who has no authority or decision making responsi- 
bility within the system. In re.ality the Area Branch Chiefs serve in a 
variety of roles: (1) consultant, (2) liaison officer, (3) educator, 
(4) supervisor, and (5) collaborator. 

Relationships at the Area Level Among Mental Health Program, Social 
Work Services, and Alcohol Program Staffs. 

The Indian Health Service, since its inception, has been increasi/igly 
decentralizing its operations. As this process has tno^/ed through the 
organization it has resulted in shifts in authority and responsibi- 
lity. Each Area Director has structured his or her organization rela- 
tively aolonomously. .Varying Area program emphases have placed 
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Mental Health Programs within differing components of the organiza- 
tion. For example. Mental Health Programs are in Program Services, 
Preventive Health, Community Health Services, and Quality Assurance 
offices, depending on the Area. There are combined Mental Health/ 
Social Service programs in some Areas, ano combined Mental Health/ 
Social Service/Alcohol programs in others. Still others are free 
standing within the Area. Mental Health and Social Work Service pro- 
grams usually are In the same subdivision, however, while Alcohol 
Program coordinators are at times in community development or tribal 
development offices. 

Relationship of Area Branch Chiefs to the Service Units 

Area Branch Chiefs have several roles in relation to the Service Unit 
Directors, Service Unit staff, and tribal programs. Generally, the 
Ijranch Chiefs serve as program or administrative consultants to the 
Service Unit Directors and as case and program consultants to Service 
Unit staff. Ideally, Branch Chiefs set mental health program standards 
and monitor and evaluate these programs. They work collaboratively 
with the Service Unit Director and program staff in implementing recom- 
mendations. Ideally, due to the small number of technical staff at the 
Service Unit level, the Branch Chief .and Service Unit Director are 
jointly responsible for overseeing the quality of the program ana for 
evaluating staff performance. Also, ideally, there is a collaborative 
relationship between the Service Unit Director and the Branch Chief 
concerning major program changes, program priorities and required 
qualifications for positions. 

The staffing and organizational location of programs at the Service 
Units is also variable. In relationship to the mental health staff, we 
find: 

1. Facilities with no staff; 

2. Separate mental health programs with as few as one staff 
to as many as twenty or more, such as inpatient programs; 

3. Combined social service and mental health programs under 
various kinds of supervision; 

4. Alcohol programs, either IHS or tribal ly contracted, in 
which frequently the Project Officer is a Service Unit 
mental health staff person. This staff person is often 
relied upon. for technical assistance, training, and case 
referral and serves also as Service Unit alcohol repre- 
sentative; 

5. Mental health staff functioning as Field Health Director 
or Acting Service Unit Director for long periods; and 

6. Service Unit and tribal joint programs with aoministra- f 
tive problems due to the need to functiqn under a wide 
variety of funding and leg islative- authorities, such as 
earmarked IHS mental health, IHS hospitals .and clinics, 
IHS contract. Community Mental Health Centers, private 
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insurance, Medicare/Medicaid, and state and county aol- 
lars. {Dealing with the varying standards, reporting re- 
quests and supervisory practices associated with these 
activities consumes considerable staff time.) 

Budgeting, Allocating^ and Accounting for Mental Health Funds 

Growth of Che IHS, which has brought increased levels of complexity, 
has resulted in a shift to more of a business model of aaministration 
rather than a service modeU In the effort to be financially account- 
able, the purpose of providing services has sometimes been subordi- 
nated. However, the gap between the level of services required ana the 
ability of the IHS, financially, to deliver them is wiaening quite 
independently of anyone's wish. 

Problems in Projecting Needs for Funds and Staff 

The Resource Requirements Methodology (RRM) was originally intended to 
be used to determine funds and staff; however, the RRM for mental 
health is in need of updating. 

Tribal specific health plans mandated by P.L. 94-437 are used to pro- 
ject need.* However, tribes have the option whether or not to request 
consultation from the Mental Health Branch. Similarly, P.L. 93-638, 
which provides for tribal contracting of mental health services, may or 
may not involve the Mental Health Branch in the development of the con- 
tract or in the provision of services. The program may be part of an 
••umbrella" contract or grant and, depending on the contracting officer. 
Project Officer, tribal development staff, and policies and procedures, 
may or may not clearly specify what mental health services are funded 
or envisioned by the tribe. Equity health care funding procedures are 
subject to the same problems. 

Contracts are developed with professionals, professional schools, etc. 
to provide services when it is not feasible for IHS to hire certain 
specialty staff. Contract health services may be utilized for both ' 
inpatient and outpatient mental health care. However, priorities and 
authorization decisions are typically delegated to the Service Unit and 
are usually reserved for more purely medical rather than psychiatric 
services. 



Needs for Travel and Training Funds 

During recent fiscal years the IHS has had to deal with a serious 
budget shortfall. A result of this has been cutbacks in travel and 
training. This is a program as well as financial issue. For a program 
as dependant on travel as is the Mental Health Program, restrictions on 
travel translate into restrictions on services. 

From time to time, funding for training is restricted or is not 
available and other training resources are non-existent. Provisifcn for 
mental health staff training should be considered- as mandatory as 
training for such groups as physicians. The Mental Health Program 
historically has been concerned with Indian people functioning in 
treatment roles in the program. Early on, the development of 



parapfofessional positions (mental health technicians) flourished. 
Many of the technicians have now attained professional status through 
upward mobility, long tern training and/or P.L. 94-437 eoucation 
funds We continue to have technicians providing care in remote 
locations, providing important services benefits, which further points 
to the need for continuing training funds. 

Organizational Implications of Issues Relat ing to Involuntary Commitment 

In the organization and funding of IHS mental health services, invol- 
untary comnitment needs have posed a variety of PhilfoP'?^"^' f 
legal, and professional issues to the Indian Health Service. Many of 
the philosophical and ethical issues have been translated into legal 
problems. 

The main focus of major commitment cases is jurisdiction of various 
Qovernmental bodies, that is. the rights of tribal governments vis-a- 
Ts [STnghts of states. The complex legal issues involved in civil 
ci^itLnt cases are sunwarized in two articles, one by Eric Henderson 
\ToTby Bloom. Manson and Neligh (2.3). Bloom and Manson are also 
involved in a current research project examining factors affect ng 
civil commitment processes for mentally ill American Indians (4). 

Civil coninitment cases affect the Mental Health Program in "J^ljiple 
ways First, there is a need to assure access to appropriate treatment 
7or Indians for whom involuntary commitment is indicated. .Involuntary 
connitment has raised issues involved in accessing appropriate resour- 
ces and associated costs. IHS does not currently have a program for 
the chronically mentally ill. i.e.. group homes, day treatment pro- 
grams, social and behavioral reinforcement programs, drug rnoni tor ng. 
and support networks. If such services were in place within the HS 
system, the need for extended involuntary commitjnent admissions might 
be l«Uned and the overall costs to the IHS might be lowered. 

Involuntary conmitment also raises important issues relating to compe- 
tent clinical supervision. The IHS lacks a chain of c mica superv - 
sion that is legally defensible in a court of law. This fact becomes 
iicreasfngly significant as mental health field staff make decisions 
that may be challenged in legal actions. For example, there are no 
IrllsZ Shich the Chief Medical Officer is a psychiatrist J^e Judge- 
ment of physicians of other specialties and of lay administrators is 
less likely to be accepted in legal proceedings. 

In conclusion, if there is one organizational issue which stands out 
Ibove the rest, it is the need to clarify the roles and interrel at on- 
ships of all mental health staff and the relationships of the Mental 
Health Program to the other components of the IHS. 
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Contracting Under P,L, 93-638 
Background for Discussion VI 



Since 1955, the Indian Health Service has experienced numerous changes, 
resulting in the comprehensive health delivery system of 1983, which 
have taken it substantially beyond its original public health model. 
As the objectives of the IHS have changed to include the delivery of 
health care for the entire spectrum of physical and noental illness, 
resource demands have increased correspondingly. Likewise, as the 
program has expanded, there have been special efforts to clarify the 
unique relationship that exists between tribes and the federal govern- 
ment, in order to assure that the health care needs of Indian people 
are effectively addressed. 

Public Uw 93-638, the Indian Self-Determination and Education Act, 
frequently referred to as 93-638 or simply as 638, passed by the 
Congress in 1975, provides the authorization and establishes the 
procedures whereby tribal organizations which are interested can assume 
responsibility for the operation of health programs provided by the 
Indian Health Service. The rules and regulations for IHS governing 
implementation of this act are spelled out in 42 CFR 36 dealing with 
P.L. 93-638 contracting. Two mechanisms are available, grants and 
contracts. The former addresses development and capacity building, 
while the latter is essentially for programs currently being conducted 
and administered by the IHS. The major difference is that all 
contracted programs are part of the IHS continuous operations, whereas 
grant-funded projects have no requirement that the IHS continue the 
project beyond the grant period. Funding for contracting is drawn 
directly from the IHS funding base, while grant funding is more 
problematic and contingent on specific appropriations. 

The Federal Policy Shift in 1970 

P.L. 93-638 was the culmination of a decade of emphasis begun during 
the Nixon Administration to increase the voice of Indian people in 
their own affairs. President Nixon's message to Congress on Indian 
policy in 1970 signaled a major initiative to bring about basic and 
long-lasting positive changes in the administration of the federal 
programs addressing Indian concerns. The following quotation expresses 
this national policy under President Nixon, that preceded P.L. 93-638 
and also P.L. 94-437, the Indian Health Care Improvement Act. 

For years we have talked about encourging Indians to exercise 
greater self-determination, but our progress has never been 
commensurate with our promises. Part of the reason for this 
situation has been the threat of termination. But another 
reason is the fact that when a decision is made as to whether 
a Federal program will be tumea over to Indian administra- 
tion, it is the Federal authorities and not the Inaian people 
who finally make that decision. 

This situation should be reversed. In my judgment, it should 
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be up to the Indian tr1.be to detennlne whether It is willing 
and able to assume administrative responsibility for a ser- 
vice program which is presently administered by a Federal 
agency. To this end, I am proposing legislation which would 
empower a tribe or a group of tribes or any other Indian 
community to take over the control or operation of Federally- 
funded and administered programs in the Department of the 
Interior and the Department of Health, Education and Welfare 
whenever the tribal council or comparable community governing 
group voted to do so. 

Under this legislation, it would not be necessary for the 
Federal agency administering the program to approve the 
transfer of responsibility. It Is my hope and expectation 
that most such transfers of power would still take place 
consensual ly as a result of negotiations between the local 
community and the Federal Government, but in those cases in 
which an Impasse arises between the two parties, the final 
determination should rest with the Indian community. 

Specifically, mental health, alcoholism and chronic otitis media 
were singled out, again in the Nixon policy statement: 

This administration is determined that the health status of 
the first Americans will be improved. In order to initiate 
expanded efforts in this area, I will request the allocation 
of an additional $10 million for Indian health programs for 
the- current fiscal year. This strengthened Federal effort 
will enable us to address ourselves more' effectively to those 
health problems which are particularly important to the In- 
dian community. We understand, for example, that areas of 
greatest concern to Indians Include the prevention and con- 
trol of alcoholism, the promotion of mental health, and the 
control of middle-ear disease. 

Indian Health Service Policies and Responsibilities Concerning P.L. 
93-638 

In addition to the general regulations governing contracting under the 
provisions of P.L. 93-638 included in 42 CFR Part 36, a number of memos 
and circulars clarifying responsibilities and procedures to be used 
have been issued. In October 1983, an evaluation of the current 
procedures was begun by the National Indian Health Board under contract 
to the Health Resources and Services Administration. 

Probably the most important IHS responsibilities associated with this 
Law are: 

1. That IHS assure that there is no significant reduction in 
services as a result of contracting; 

2. That, while IHS cannot solicit or encourage tribal con- 
tracting, every effort be made to assist and help an 
interested tribe to assume these responsibilities; and 
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3. That contingency plans for retrocession (voluntary relin- 
quishment of a function being operated by a tribal organ- 
ization back to the control of the IHS) and. reassumption 
(involuntary termination of IHS support and a return of 
the program to IHS control and operations) be in place to 
assure that adequate levels of service are maintained. 
This would assure the continued provision of services by 
the IHS, in the event that either of these alternatives 
is necessary. 

Health Program Standards 

The IHS has a responsibility to spell out health program and profes- 
sional standards governing its own operations, which can be used by a 
prospective contractor to develop an appropriate proposal. 

The Indian Health Manual, Part 3, Professional Services, establishes 
mimmum health program and professional standards." These standards 
meet the requirements of the regulations and are applicable throughout 
the IHS. 

The Manual, however, does not provide standards for every health ser- 
vice activity of the IHS. Where the Manual does not identify standard 
for an activity, the standards established by the appropriate national 
standard-setting or accrediting body are applicable to that activity. 
For example, there are no standards in the Manual for clinical ser- 
vices. Thus, current Joint Commission on Accreditation of Hospitals. 
Health Care Financing Administration, and other recognized appropriate 
national and IHS standards apply to the operation' of clinical facili- 
ties operated directly by, or under contract with, the IHS. 

Since mental health services are hard to quantify, and there are con- 
siderable differences of opinion as to what types of services may have 
impact, a sound and consistent implementation of P.L. 93-638 has been 
problematic. The problems encountered in the Mental Health Programs 
are summarized more fully below. 

Administrative and Organizational Issues 

Not all Areas are affected by 638 contracting to the same degree. The 
table on the following page summarizes amounts of tribal ly contracted 
programs for FY 1981-1983. However, contract requests for existing 
programs seem likely to increase in the coming years. And, as these 
new requests for P.L. 93-638 mental health contracts are received, it 
IS increasingly important that there be a mechanism in place to assure 
that ftinds will be properly used. 

There is no discussion in the IHS Manual detailing roles and responsib- 

iVllt^ °L^^^ °^^^*" °^ "s*^^ Programs with respect to P.L. 

y3-638. Thus, the roles and responsibilities of the Office of Mental 
Health Programs are currently unclear with respect to P.L. 93-638 con- 
tract projects. When decisions need to be made jjn matters pertaining 
to P.L. 93-638 contracts, the Headquarters program office role is un- 
clear, and guidance is often not obtained on decisions that have an 
impact on program activities. For example, the Office of Mental Health 
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Table 1 

EXPEMDIl-URES* FOR MENTAL HEALTii PROGRAM ACTIVITIES, FY 1981-83 







FY 1981 






FY 1982 






IHS 


Tribal 


Total 


IHS 


Tribal 


Total 


Abtrdetn 


885,500 


226,600 


1,112,100 


781,700 


241,300 


1,023,000 


Alaska 


723,200 


398,100 


1,121,300 


792,600. 


336,100 


1,128,700 


Albuqutrqut 


566,100 


272, noo 


838,300 


758,300 


73,000 


831,300 


ia«idj^ 


154,400 


40,700 


195,100 


187,200 


28,100 


215,300 


lillinga 


638,000 


17,700 


655,700 


628,500 


42,600 


671,100 


California 




205,900 


205,900 




136,900 


136,900 


Navajo 


1,180,400 




1,180,400 


1,332,300 




1,332,300 


Oklahova 


1,027,200 




1.027 200 


ail inn 




a*ii mn 


Photnix 


663,300 


35,600 


698,900 


685,600 


13^,500 


820,100 


Portland 


609,400 


608,900 


1,218,300 


687,100 


231,600 


918,700 


Tucson 


35,000 


192,200 


227,200 


69,200 


131,500 


200,700 


U.S.E.Tribta 


88,600 


238,400 


327,000 


79,400 


262,600 


342,000 


Hdqtra-^Utst 


493,700 




493,700 


583,200 




583,200 


TOTAL 


7,064,800 


2,236,300 


9,301,100 


7,416,400 


1,618,200 


9,034,600 



FY 1983 



IHS 



Tribal Total 



nhesa figures wert dravm froa Cost Center reports SHR-285,285A, 388A and 388B for Mentsl Heslth Activities (all J^6l Cost 
Centers). They include the unexpended balsnce of comitted funds where it appears that the contract year is not coterminous 
with the Fiscsl Yesr used by IHS. Budget sctivltles shown include Hospitsle & Clinics, Mentsl Health, Contrsct Health Csre 
and Equity Heslth Care. 



Programs do«s not participate in revisions of 638 regulations and cir- 
culars, nor are the views of Are* staff solicited. Conversely, for 
Areas involved heavily in corttracting. there are Area circulars' that 
spell out respective authorities and responsibilities for various 
program and administrative officials for each phase of the contracting 
process. 

Program staff are infrequently involved early in the contracting pro- 
cess. Typically, an Area Branch Chief's first involvement in the pro- 
cess is when he or she is informed that a scope of work statement is 
needed to cover certain proposed operations at a specific location. 
The entire process is generally thought of as an administrative/ 
management issue, primarily involving the tribal affairs, finance, and 
contracting offices and only peripherally involving program services. 
Moreover. Branch Chiefs mAy be made Project Officers, or Technical 
Project Officers, roles which put them in the awkward situation of 
wearing both monitoring and program consultative "hats". 

The issue of adequate program staff to carry out the complex require- 
ments of 638 monitoring, as well as case and program supervision and 
technical asi stance, is an important one that has not been fully ad- 
dressed. 

In addition, the lack of separate funding for tribal indirect costs has 
become a significant management issue. To seme, this means that cer- 
tain 638 contracts for mental health, which the tribe perceives as in- 
cluding administrative costs, may provide fewer services than could be 
provided directly through the IHS system. In addition, it should be 
noted that there is no uniformity in indirect cost rates from tribe to 
tribe. (The rates range from less than 10 percent to almost 50 per- 
cent.) 

Finally. IHS lacks a management information system to monitor these 
contracts adequately, so that questions of cost per unit of service or 
quality of service cannot be answered systematically, individual Areas 
may have local systems for contract report requirements and contract 
monitoring, but data from different Areas are not always comparable. 

Programmatic Issues 

The issue of clear program standards is serious. No final policy and 
procedures manual issuance is in place, and only a draft set of guide- 
lines incorporating standard definitions and JCAH principles is avail- 
able. Consequently, it is difficult to make definitive statements of 
minimal program operations. 

Setting performance standards and maintaining personnel qualifications 
are recurring problems, which are directly related to the issue of pro- 
gram standards. Moreover, the lack of procedures to deal with non- 
rompliance in these areas frustrates IHS staff, confuses service recip- 
ients, and contributes to the awkward situation of the dual role of 
program staff referred to above. 
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The linpresslon held by many cllnlcdl staff Is that the 638 contracts 
are expensive and do not seem cost-effective. Convnunlty groups, on the 
other hand, are making Increasing requests for additional 638 con- 
tract projects, for both new projects and "take^-over** requests. IHS 
must assure the Congress, moreover, that adequate technical assistance 
is being provided to Indian tribes to accomplish the purposes estab* 
llshed In P.L. 93-638, even though resources are limited. 

In reviewing the problems summarized above. It would appear that much 
improvement can be accomplished, if they are approached in a systematic 
fashion and If an adequate funding base Is assured. Improvea planning, 
based on explicit, sound standards, and dedication on the part of both 
Indian people and the Indian Health Service to the spirit and intent 
behind the Law would surely help in improving service delivery. 
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Rethinking of the Mission and Future Direction 



of the IHS Mental Health Program 



Background for Discussion VII 



This concluding section must be considered, at most, a beginning, in 
preparation for exploring and clarifying a number of outstanding issues 
pertaining both to the Mental Health Program and its relationship with 
the rest of the IHS. The hope and assumption is that this Program 
Review will facilitate this process, document it, and raise it to a 
higher level* We emphasize that exploration and clarification of 
issues is an ongoing process and that this section is only a beginning 
toward that end. 

The Mental Health Program within IHS encompasses services for inpa- 
tients and outpatients, home visits, and activities related to the 
community* All these efforts seek to provide a comprehensive mental 
health care system based upon the public health model. 

Staffing Concerns 

These diverse activities are best carried out by a multidisciplinary 
team* The team should include psychiatry, clinical psychology, psy- 
chiatric social work, psychiatric nursing, public health and hospital 
nursing, alcoholism workers and others appropriate to the setting, 
working closely with paraprof essionals who are -sensitive to sociocul- 
tural factors in their communities that play a role in the individ- 
ual's mental and emotional state. Paraprof essionals are involved in 
evaluation and counseling in hospital outpatient and field settings. 
They often act independently in providing care, with recourse to pro- 
fessional consultation as necessary. 

It is important that the complexity of evaluation and case management 
of our clients and patients be appreciated. Mental health staff are 
confronted with a broad gamut of challenges, ranging from the problems 
and crises of everyda^y life to the full spectrum of serious mental ill- 
ness, violence to self or others, alcoholism, drug abuse, etc. Skill- 
ful diagnostic ability and knowledge of many modalities of treatment 
are essential. The stresses of everyday living in the Indian popula- 
tion are aggravated by economic hardship, higher-than-average morbidity 
and mortality, unemployment, sub-marginal educational level, sub-stand- 
ard housing, problems of distance and transportation, and cultural 
factors, all of which may contribute to family disorganization and 
stress. These factors heighten depression, anxiety, and other emotion- 
al symptoms with consequent added pressure on family members, fellow 
workers and the community. 

Many of our field locations are seriously understaffed. We estimate 
that twice to three times the mental health staff is necessary to serve 
the population. 

Burnout among health staff is often encountered, at least in part as a 
result of the seemingly unending, difficult decisions they must make as 
well as the number of people they must serve due to staff shortage. 



Since staff training is so important in maintenance of quality treat- 
ment skills, employee morale, and prevention of burnout, we should use 
every means of training available to us in maintaining our efforts. 

One very real concern is the problem of keeping our excellent staff, if 
severe budcat restraints or organizational problems continue unabated. 
Those of our staff who are expressing alarm over the level of services 
and quality of patient care being delivered are not merely a few dis- 
affected malcontents, but are professionals who are concerned aoout 
doing their job ethically. The point is that the IHS may oe danger- 
ously close CO providing only this reduced level of care, in which case 
we may have difficulty in attracting and retaining good statr. The ^ 
high physician turnover throughout the IHS is thought by some to be au 
least in part attributable to this factor. 

Priorities are often set by external circumstances. The realities of 
staffing and financing have precluded the creation of optimal teams ana 
services in most Service Units. It is evident that the range of ser- 
vices offered by mental health staff ib limited and depends upon the 
expertise and skills of whatever staff can be recruited. In these 
situations, it Is important for Area staff. Service Unit Directors and 
Clinical Directors to negotiate the most effective staffing given bud- 
getary constraints, and for mental health staff to modify their expec- 
tations as to what can be achieved by each person. C early, one mental 
health technician or psychiatric social worker can only do so much. 
Unrealistic expectations among Service Unit staff cause extreme stress, 
that then may require intervention from Area staff. 

Mission and Program Emphases 

One frequently hears corments to the effect that what the Mental Health 
Program does is not generally understood by others. We believe it is 
essential that the roles of mental health personnel ana services pro- 
vided by them be clarified. 

Certain programs and services have been in place long enough that we 
should be able to demonstrate their value. Specifically, these include 
the model dormitories and the Indian Children's Program. Our observa- 
tion is that these programs have effectively served as early interven- 
tion programs of the type strongly recommended by Berlin and others (1). 

In another prevention-related activity, efforts have been initiated 
jointly with the Centers for Disease Control to identify specific risk 
elements. Regional differences are noted as well as recognition of a 
key age group, men aged 15-24 years, in which there is a high death 
rate from violent accidents and firearms and in which alcohol use or 
abuse is involved. Further identification of risk groups and risk 
elements is indicated as well as development of specific prevention 
strategies for each risk group. 

The IHS is currently developing an alcoholism prevention plan and model 
cormiunitiy alcoholism prevention program to be implemented iHb-wiae. 
Since many violent deaths-fatal accidents, homicides and suicides-are 
alcohol-related, this effort should ultimately reduce the incidence of 
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such deaths* Also, IHS is currently engaged in efforts adoressing the 
fetal alcohol syndrome* (This program i5 described in Discussion III, 
Services for Children and Adolescents*) 

For future effectiveness, the IHS Mental Health Programs shoulo explore 
the following challenges in Indian Mental Health: 

1* Programs for the care of the chronically mentally ill, 

2. Programs to meet the challenge of drug abuse in the In- 
dian population, 

3. Development of psychiatric units in Indian Health Service 
general hospitals, and 

4. The need for a residential psychiatric treatment facility 
for Indian children. 

In order to implement further development of the Mental Health Pro- 
grams, either as they stand or in new directions suggested during these 
discussions, the following issues should be addressed: 

1* Reassessment of the Mental Health Program's mission, 
goals and priorities, 

2* Development of a Uniform recording and data system, 

3* Review of standards of care, 

4. Completion of an Office of Mental Health Programs policy 
manual , 

5. Regular periodic dialogue and review between the Office 
of Mental Health Programs and Area Mental Health Pro- 
grams, individually and as a group, 

6. Definition of minimum standards and training programs for 
mental health staff, professional and paraprof essional , 
and 

7. Establishment of uniform guidelines for the increasing 
numbers of P*L. 93-638 contracts. 

We trust that in the examination of these organizational ana treatment 
issues, definitive recommendations will result in a strengthening of 
the Mental Health Program. 
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